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THE U.S. CONTRIBUTION TO THE FIGHT 
AGAINST MALARIA 


FRIDAY, MAY 17, 2013 

House of Representatives, 

Subcommittee on Africa, Global Health, 

Global Human Rights, and International Organizations, 
Committee on Foreign Affairs, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10 o’clock a.m., in 
room 2172, Rayburn House Office Building, Hon. Christopher H. 
Smith (chairman of the subcommittee) presiding. 

Mr. Smith. The committee will come to order, and good morning 
to everyone, and thank you for being here this morning, especially 
at this hearing to examine the United States’ contribution to the 
global fight against malaria. 

Leadership matters. In 2005, President George W. Bush estab- 
lished the President’s Malaria Initiative, or PMI, and then targeted 
several African malaria endemic countries to receive over $1 billion 
to mitigate and, some day, eradicate this killer disease. The posi- 
tive consequences of that bold and compassionate initiative now in- 
clude over 1 million lives saved over the last decade. The program 
and its expansion and sustainability of the funding have been all 
important in that battle. 

Although we will hear statistics about malaria cited several 
times during the course of this hearing, the global impact of this 
disease is so severe that they are worth repeating, and I say that, 
even though we are making progress. 

The World Health Organization estimates that in 2010, there 
were 219 million malaria cases and 660,000 deaths. While still un- 
conscionably high, and every life is absolutely precious and of ex- 
traordinary importance, the loss of life has declined from approxi- 
mately 985,000 deaths in 2000. 

Not surprisingly, malaria has a particularly devastating impact 
on the most vulnerable. Nearly 86 percent of those who died are 
children under 5 years of age, living in sub-Saharan Africa. Dr. 
Mark Dybul, executive director of the Global Fund and George W. 
Bush’s extraordinarily effective Global AIDS coordinator, says that, 
in Africa alone, malaria takes a life of a child every minute. He 
also notes, as do our other panelists, that pregnant women are also 
disproportionately affected with the disease. 

WHO emphasizes in its 2012 World Malaria Report that malaria 
is strongly associated with poverty. Countries in which a larger 
percentage of the population lives in poverty also have a higher 
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mortality rate from malaria. Children living in poorer populations, 
and in rural areas, have the highest parasite prevalence rates. And 
it is also important to note, to the extent to which the prevalence 
of malaria is concentrated, 80 percent of malaria deaths occur in 
just 14 countries, and almost 80 percent of cases occur in 17 coun- 
tries. 

Over 40 percent of malaria deaths occur in just two countries. 
The Democratic Republic of the Congo and Nigeria, and 40 percent 
of the malaria cases are in the Democratic Republic of the Congo, 
Nigeria, and in India. These high morbidity and mortality rates are 
not necessary. Malaria is both preventable and treatable. We will 
hear today from our distinguished witnesses who are leaders in the 
field about the cost-effective measures that are currently available 
and already having a profound impact or are in the development 
process. 

And the United States, despite the current financial constraint, 
is making a significant contribution to the global fight against ma- 
laria. In addition to our contribution to the Global Fund to Fight 
AIDS, Tuberculosis and Malaria, the United States provided $871 
million in anti-malaria assistance in Fiscal Year 2012 alone, and 
the request for Fiscal Year 2014 is $893 million. 

But these levels, even when combined with contributions from 
other donors, do fall short of the global need. So our question today 
will be, “What are the major challenges going forward and how can 
we best use our resources to meet those challenges to save the 
most lives and have the greatest impact in controlling, if not eradi- 
cating, this dreaded disease?” 

We will also be taking a close look at several immediate threats 
to global efforts to combat malaria. On April 23, this subcommittee 
held a hearing on “Meeting the Challenges of Drug-Resistant Dis- 
eases in Developing Countries.” In his testimony at our hearing. 
Dr. Thomas Friedman, director of the Centers for Disease Control 
and Prevention, warned that in recent years, malaria infections in 
parts of Southeast Asia have been showing resistance to 
artemisinin drugs. These drugs are the last remaining class of anti- 
malarial drugs and form the basis of malaria treatment globally. 
If these resistant parasites manage to spread to sub-Saharan Afri- 
ca, he stated that the results could be “devastating,” an assessment 
that will likely be repeated by our witnesses today. 

Insecticide-treated nets, bednets, which have an average useful 
life of 2 to 3 years are also an extremely important malaria preven- 
tion tool. According to WHO, 150 million nets are needed each and 
every year to provide protection to the vulnerable populations in 
sub-Saharan Africa. For the past 2 years, however, the supply has 
been considerably lower than this level, resulting in an estimated 
current shortfall of 77 million nets. The consequences, if not ur- 
gently addressed, could place entire populations, especially chil- 
dren, at risk of a dramatic malaria resurgence, and of course that 
means more death and more morbidity. 

We are fortunate again to have three distinguished experts who 
will provide us with valuable insights. These are truly leaders in 
this field. C-SPAN is here and we are grateful they are here. I 
would hope that Americans would sit up and take note of the ex- 
traordinary work you three individuals are doing. 
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You know, people sometimes are very dismissive of foreign aid 
and initiatives that taxpayer funds are used for. This is one of the 
greatest success stories. It is not the only one, there are many, but 
this is one of the greatest success stories, but it is a work that re- 
mains unfinished. I thank our witnesses for being here and for 
being such leaders. 

I would like to now yield to Mr. Bera. 

Mr. Bera. Thank you. Chairman Smith, and thank you for hold- 
ing today’s hearing and the series of hearings on global health, in- 
credibly important topics, and I look at this from the perspective 
of being a doctor who has worked internationally, and the work 
that you guys are doing is incredibly important, and I look forward 
to hearing your testimony. 

You know, as has already been mentioned, there are over 219 
million cases of malaria worldwide. The Democratic Republic of the 
Congo, India, and Nigeria account for 40 percent of all malaria 
cases. Those cases account for over 600,000 deaths in 2010. Very 
preventable. So this is an incredibly important issue. 

Like so many other diseases, you know, with the right policy, 
with the right partnerships, we can save hundreds of thousands of 
lives. Unfortunately, far too often, these tools are not reaching 
those in need, and I am looking forward to hearing the testimony 
of best practices and how we get the therapies and the prevention 
and the nets out to those where we can make the biggest dif- 
ference. 

You know, while malaria continues to take the lives of children 
and adults, you know, we also have seen the international commu- 
nity coming together and some great demonstrations of remarkable 
success. The Global Fund, the President’s Malaria Initiative, the 
Gates Foundation, the World Health Organization, just to name a 
few, have helped reduce unnecessary deaths in Africa by an esti- 
mated 33 percent in less than a decade. We can still do better. 

The fund has 779 active grants, 217 of which are for malaria. It 
has approved almost $7 billion or 27 percent of its funds in the 
fight against malaria. Since 2000, malaria mortality rates from 
fallen by more than 25 percent and 50 countries are on course to 
reduce malaria incidence by 75 percent by the end of 2015. These 
are efforts to be applauded. 

Again, I look forward to supporting and doing more. Chairman 
Smith has done an excellent job laying out the profound challenges 
that we face in fighting malaria. I would like to share with the 
committee just a couple of success stories over the course of testi- 
mony, and I certainly look forward to hearing the success stories 
and the best practices. 

In addition, you know, today we don’t have a vaccine that pre- 
vents someone from being infected with malaria, but I am here to 
say as a research scientist, as a physician, there is nothing that we 
can’t do in this country and in our academic community if we set 
our minds to it, and ultimately, that is where we need to go if we 
want to truly prevent disease and save lives. 

So thank you for being here, thank you for the testimony. You 
know, I look forward to hearing from each of you and, you know, 
again. Chairman Smith, thank you for calling this important hear- 
ing. 



4 


Mr. Smith. Thank you very much. I would like to now yield to 
Mr. Weber. 

Mr. Weber. Thank you, Mr. Chairman. Very important topic. I 
appreciate the opportunity to be here and have this hearing. My 
dad, one of the last of the greatest generation, 88 years old, served 
in the Philippines, contracted malaria. To this day, he cannot give 
blood. He has the rarest blood type there is. Half a percent of 
America has AB negative, which is what I have, and now you know 
what is wrong with me. But just a great guy. I try to give blood 
as often as I can, and so it is very, very important, because that 
keeps those who contract the disease from giving blood. I think it 
is very vital, so I appreciate being here and looking forward to the 
testimony. Thank you. 

Mr. Smith. Thank you very much, Mr. Weber. Just parentheti- 
cally, my father, too, served in World War II in New Guinea. He 
was a combat infantryman, and he got malaria, and my family was 
very well aware of the impact it had on him as well, so thank you. 

I would like to now yield to Mr. Cicilline. 

Mr. Cicilline. Thank you. Chairman Smith, and thank you to 
you and Ranking Member Bass for holding today’s hearing on the 
role of the United States in the fight against malaria, and I want 
to thank my colleague and friend. Congressman Bera — Dr. Bera for 
his leadership on this issue and on issues of global health in gen- 
eral. This remains a serious worldwide public health emergency. 
The World Health Organization estimates that 219 million cases of 
malaria worldwide with 660,000 malaria deaths, so this is still an 
urgent, urgent issue. 

I want to begin by offering my gratitude to the witnesses not 
only for being here today and for your testimony, but for your in- 
credible leadership in the work that you have led that is making 
a real difference all across the world as we combat this scourge of 
this disease. 

Our country, the United States, has a vested interest in address- 
ing health conditions around the world in order to improve lives, 
to strengthen the economies of our trading partners, and to main- 
tain our moral leadership position in the world. I think it is con- 
cerning to all of us that malaria remains a leading cause of death 
in many countries, especially when we have made such astonishing 
gains in health care here at home, and I hope that the United 
States will continue to support the funding of global health devel- 
opment as we transition to country ownership and eventually 
eradication of this disease and that we continue to value the work 
of the Global Fund to Fight AIDS, Tuberculosis and Malaria, the 
Gates Foundation, the President’s Malaria Initiative, and to just 
note that these are, as Chairman Smith said, great success stories 
of what our role around the world has been when we make the 
right kinds of investments, and these have been bipartisan efforts, 
and I know they will continue to be, and I thank the chairman 
again and yield back. 

Mr. Smith. Thank you very much. I would like to yield to Mr. 
Meadows. 

Mr. Meadows. Thank you, Mr. Chairman, and thank you to each 
one of you for your service to our country. We appreciate it. We are 
here today to address a disease that has been a scourge on human- 
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ity for almost our entire history. And as we have been fighting ma- 
laria for a very long time, it is encouraging to see how far we have 
come, but also what is left to be done, and so I look forward to your 
testimony today. 

We have seen malaria generally eradicated in the developed 
world and, but yet there is still a lot of work to do. As you know, 
some 80 percent of malaria deaths occur in just 14 countries, and 
as we see that, you know, 80 percent of the cases and 90 percent 
of the deaths occur in Africa, and we have learned over the past 
60 years that eradicating this disease is an ongoing challenge re- 
quiring multiple efforts working in concert and there is no magic 
bullet to do that. 

We heard testimony even in this very room in a hearing that the 
chairman conducted from the CDC offering some of the challenges 
that we face with different strains that are resistant to even the 
drugs that we have today, and so I am encouraged by Dr. Bera. We 
have teamed up on a number of bipartisan initiatives to try to 
work on finding some of those solutions, and so I look forward to 
hearing your testimony. 

I am proud of the role that the U.S. has played in this ongoing 
struggle. It has really been our leadership that has really worked 
very well, and I am mindful that that does not mean that we can 
advocate our duties to be good stewards of the taxpayers’ money ei- 
ther. And corruption cannot be tolerated in any manner. 

I have traveled a number of times to Africa, and when you start 
to see the lack of accountability in certain areas, it gives you great 
concern, and so part of the reason for holding this hearing is so 
that we remain vigilant in that we work against the bad actors 
that we have to deal with, but also that we encourage others and 
those that are suffering, certainly, that we come to their aid. 

This would include pressuring local governments and making 
sure that we have the encouragement there, not just from an over- 
sight standpoint, but to make sure that what we do is that the 
American taxpayers’ dollars are invested wisely. When we do that, 
there is always a drawback. You know, when I go back home, there 
is a consistent call, “Why are we giving aid? We have people that 
are hungry and out of work here. Why are we doing that?” I would 
look for some of the testimony and really what it might do in terms 
of our men and women that serve in some of the things that we 
have in terms of challenges, not just from a global perspective, but 
as we bring that back home, and so I would look for each one of 
you to hopefully address that. 

You know. Fiscal Year 2014, we look at both in USAID and the 
CDC have both requested increases in their funding as we see that, 
and what I would love to see from you is how I can make sure that 
we put forth and share with the voters back home that not only 
are we being wise stewards, but that we are being accountable and 
we are doing the very best that we can to make our money go as 
far as we can. 

The growth of public/private partnerships, the encouragement 
there, some of the work that we have already seen there, I applaud 
that. You know, in recent years, we have seen, you know, the 
President’s Malaria Initiative, you know, working with the World 
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Health Organization and other institutes using the Federal dollars 
to he leveraged in that private/public partnership in a real way. 

And so I just applaud you on the work you have done. I would 
love to hear and so we can share with those in these tight fiscal 
times how we are managing that properly and perhaps what we 
can do from an oversight standpoint to make sure that not only are 
we investing wisely but that those funds meet the real needs that 
are there. 

But I thank you, and with that I yield back, Mr. Chairman. 

Mr. Smith. Thank you very much, Mr. Meadows. 

Mr. Stockman. 

Mr. Stockman. In the course of building a Panama Canal, as you 
probably recall from your history, they had to address first the 
health problems there, and when I was over at the Democratic Re- 
public of the Congo, DRC, I think they have assumed the cir- 
cumstances, some of the health issues are holding back their pro- 
ductivity and their production and GDP, but I believe that even the 
great expense they have made, they still need help in that area. 

When I was over there, I noticed they were selling some of their 
mosquito nets, so I am looking forward to your testimony to find 
out if there is alternatives ways besides just mosquito netting, and 
I appreciate all the efforts that you have done and continue to do 
on behalf of the United States, and I think this sends a large signal 
to the rest of the world, the compassion of the Americans, and I 
yield back my time, chairman. Thank you. 

Mr. Smith. Thank you very much, Mr. Stockman. 

I would like to now introduce to the panel our two first wit- 
nesses. Rear Admiral Tim Ziemer was appointed in June 2006 to 
lead the President’s Malaria Initiative, a $1.2 billion, 5-year initia- 
tive to control malaria in Africa, which was expanded through an 
authorization in the 2008 Lantos-Hyde Act. 

Admiral Ziemer was born in Iowa but raised in Asia, the son of 
missionary parents serving in Vietnam. After graduating from col- 
lege, he joined the Navy, completed flight school and returned to 
Vietnam during the war. During his naval career. Admiral Ziemer 
commanded several squadrants and Naval stations in an air wing 
supporting the first Gulf War. 

Prior to his appointment at PMI, he served as executive director 
of World Relief, a humanitarian organization, and has had a distin- 
guished stint as leader of the President’s Malaria Initiative. Those 
of us on this committee are very well aware of the great contribu- 
tions you have made and the leadership you have provided. 

We will then hear from Colonel Peter Weina, who is assigned to 
the Walter Reed Army Institute of Research, where he serves as 
deputy commander. He leads many medical initiatives in the Army 
and his work has been published extensively in journals and books. 

Colonel Weina is a recognized expert on numerous diseases. He 
was the lead behind the availability and licensure of a life-saving 
drug for the treatment of severe malaria throughout the United 
States and Canada from 2002 to 2009, an effort that was recog- 
nized by CDC’s Silo Busters Collaborative Award of Excellence in 
2008. Among his many other impressive awards, he is the recipient 
of the Bronze Star for service in Iraq during Operation Iraqi Free- 
dom. 
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I would like to yield to Admiral Ziemer. 

STATEMENT OF REAR ADMIRAL TIM ZIEMER, U.S. GLOBAL 
MALARIA COORDINATOR, PRESIDENT’S MALARIA INITIATIVE 

Admiral Ziemer. Chairman Smith, members of the committee, it 
is a pleasure to be back before you today. Before I begin my testi- 
mony, I would like to take a moment to acknowledge and express 
my appreciation for Congress’ ongoing and steadfast support for 
malaria control. The global fight is succeeding. Deaths have de- 
creased by one-third with bipartisan support in Congress for both 
bilateral and multi-lateral efforts. Through the Malaria Initiative 
and the Global Fund, malaria is being rolled back. It is a triumph 
of partnership, all of us working together, the U.S. Government, 
our partners, host countries and the communities we are trying to 
serve. We simply would not be seeing the impact we are seeing 
today without your support and commitment. Thank you very 
much. 

The United States malaria program through the PMI continues 
to be a game changer. In the 7th year of the Initiative, the finan- 
cial and technical contributions made by the United States Govern- 
ment are the major catalyst in the remarkable progress that has 
been achieved in many countries to reduce the devastating burden 
of malaria on child mortality. At the same time, with the U.S. Gov- 
ernment support, countries are also strengthening their own capac- 
ity to fight this disease. 

PMI, at its very core, is an example of success and real impact 
that the United States Government can achieve through a solid 
interagency partnership. Through PMI, the core strength of both 
USAID and the Centers for Disease Control and indeed across the 
entire U.S. Government spectrum, Walter Reed, DOD and NIH, as 
well as the Peace Corps, it is a tremendous success story, yet it is 
still incomplete. 

I just returned from Uganda, and despite the recent progress, 
malaria remains the largest killer of children. In the midst of these 
tragic statistics, we have some good news. This year, with 21 mil- 
lion insecticide-treated bednets provided by the Global Fund, the 
U.S. Government, DFID, World Vision, and other partners, the 
Government of Uganda is poised to make real and substantial 
gains against malaria. 

Seeing children suffering from malaria, I am reminded of my 
childhood days in Vietnam. My parents, as was indicated in the 
opening statement, were missionaries there. I was fortunate to 
sleep under a bednet and yet I caught malaria. I was fortunate to 
have anti-malaria medicine to cure the disease. Every child in a 
malarious part of the world should be protected as I was. In the 
last 7 years, substantial reductions in mortality among children 
under 5 has dropped 16 to 50 percent in 12 of our original PMI 
countries. Although multiple factors may be influencing the decline 
in under 5 mortality rates, strong and growing evidence suggests 
that malaria prevention and treatment are playing a major role in 
these unprecedented reductions in mortality. 

PMI is participating in in-depth evaluations to ascertain the con- 
tribution of malaria control efforts to these reductions in mortality, 
with Tanzania being first country to complete this evaluation. 
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63,000 lives have been saved over a 10-year period because of the 
scale-up of malaria interventions. 

In 2011, PMI commissioned an external evaluation team to re- 
view its performance. The evaluation affirmed that PMFs planning, 
implementation, partnerships and funding have been key to the 
global efforts to combat malaria. The evaluation team made five 
policy and five technical recommendations that will guide pro- 
grammatic improvements over the next years. PMI views these rec- 
ommendations as relevant and useful for program improvement. 
We have come a very long way since the inception of the Global 
Fund in 2002 and the creation of PMI 3 years later when President 
Bush committed $1.2 billion for malaria control. 

The Initiative started with Tanzania, Uganda and Angola. Since 
then, 16 additional focus countries have been added with three 
non-focused countries. In addition to the bipartisan support of Con- 
gress, PMI benefited from the full support of President Bush and 
First Lady Laura Bush, and now the Obama administration. 

In 2010, President Obama launched his vision for how the 
United States would approach global development, which seized de- 
velopment assistance as a pillar for foreign policy, and is crucial to 
America’s national security and economic interests. 

In his 2013 State of the Union address. President Obama framed 
two goals, that the United States would join with our allies to 
eradicate extreme poverty in the next two decades, and saving the 
world’s children from preventable deaths. Malaria is a major cause 
of child mortality in Africa, and consequently, preventing and con- 
trolling malaria are a key focus of the U.S. Government foreign as- 
sistance program. PMI is playing a lead role in implementing the 
President’s vision. 

Partnership is the hallmark of how PMI does business. Partner- 
ship with host countries, other donors, the private sector, non-prof- 
its, and faith-based groups underpin our success. PMI has sup- 
ported malaria activities through more than 200 non-profit organi- 
zations. Approximately one-third of those are faith-based. These 
groups often have strong and effective bases of operations in under- 
served rural areas where the burden of malaria is the greatest. 

The Global Fund and PMFs commitment to effective coordination 
is maximizing our impact on the global malaria burden. Each pro- 
gram has its own unique strengths lending to the complementarity 
of the partnership and significant successes on the ground. Cur- 
rently, all 19 PMI focused countries in Africa and the greater 
Mekong subregion receive substantial funding from the Global 
Fund. 

Because of the strength of our in-country technical staff, we sup- 
port the effective implementation of Global Fund programs. While 
the risk of malaria is declining and more children are surviving, 
the gains are fragile and could be reversed without continued sup- 
port. We recognize and appreciate the continued commitment of 
Congress and the American people to fighting malaria through PMI 
and the Global Fund in this time of budget austerity. The goal is 
to continue to shrink the malaria map and to ensure successes are 
not rolled back, even as the dual threats of artemisinin and drug 
resistance and insecticide resistance is growing. A strain of ma- 
laria, of the malaria parasite has appeared in parts of Southeast 
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Asia with resistance to the most effective medicines to fight the 
parasite, and some fear that the parasite might ultimately become 
resistant to all drugs we currently have to treat malaria. 

The emergence of this resistant parasite to Africa would he dev- 
astating. We must also he diligent in identifying and monitoring 
mosquito resistance to insecticides so that our most effective pre- 
vention measures, insecticide-treated mosquito nets and indoor re- 
sidual spraying aren’t undermined. If mosquitos become resistant 
to those insecticides, the efficacy of the interventions will be com- 
promised. 

Tackling these new strategic challenges is a priority, and we are 
working with the private sector to develop new anti-malaria drugs 
as well as insecticide-based tools. At the same time, we must con- 
tinue to expand our toolbox by developing a highly effective inex- 
pensive vaccine that could result in hundreds of thousands of lives 
saved. 

So in closing, I would like to thank the U.S. Congress for its con- 
tinued support and reiterate that together with our partners, we 
remain deeply committed to the global fight against malaria. 
Thank you, and I look forward to your questions. 

Mr. Smith. Admiral Ziemer, thank you very much for your testi- 
mony and again for your leadership. 

[The prepared statement of Admiral Ziemer follows:] 
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Rear Adm. Tim Ziemer 
U.S. Global Malaria Coordinator 


Congressional Testimony Before 
House Committee on Foreign Affairs 

Subcommittee on Africa, Global Health, Global Human Rights, and International Organizations 
Malaria Progress & Challenges 
May 17, 2013 


Introduction 

Chairman Smith, Ranking Member Bass, Members of the Committee, thank you for having me 
here today. Before I begin \A/ith my testimony, I \would like to take a moment to express my 
appreciation for Congress' ongoing and steadfast support for malaria control. Thank you. The 
global malaria fight is succeeding. Deaths have decreased by a third over the past decade, from 
a million per year to an estimated 660,000 per year. With bipartisan support in Congress, for 
both bilateral and multilateral efforts, through the President's Malaria Initiative (PMI) and the 
Global Fund to Fight AIDS, Tuberculosis, & Malaria, malaria is being rolled back. It's a triumph 
of partnership — all of us working together-the U.S. Government and our partners; partner 
countries, the private sector, nonprofit organizations, faith groups, and the communities we are 
trying to serve. 

PMI, at its very core, is also an example of the success and real impact that the U.S. 

Government can achieve through a solid interagency partnership. Through PMI, the strengths 
and talents of both USAID and the Centers for Disease Control and Prevention, are being 
brought to bear on malaria and we are working in synergy and with determination to tackle this 
devastating disease. The United States malaria program through the President's Malaria 
Initiative (PMI) continues to be a "game changer" In the global fight against malaria. In the 
seventh year of the initiative, the financial and technical contributions made by the U.S. 
Government are a major catalyst in the remarkable progress that has been achieved in many 
countries to reduce the devastating burden of malaria on child mortality. At the same time, 
with the U.S. Government's support, countries are also strengthening their own capacity to 
fight the disease. 

Investments In malaria prevention and control are making a significant impact on the lives of 
millions of children, pregnant women and families in Africa. It is a tremendous success story, 
yet it is still incomplete. 
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Toll of Malaria 

The World Health Organization (WHO) estimates that malaria caused 219 million cases of 
disease in 2010 and 660,000 deaths. But In the almost lO-year accelerated campaign against 
malaria, it is estimated that 1.1 million lives have been saved. In spite of this, malaria remains 
one of the major public health problems on the African continent, with about 80 percent of 
worldwide malaria deaths occurring in African children under five years of age. 

Malaria also places a heavy burden on individual families and national health systems. In many 
African countries, at least 30 percent or more of outpatient visits and hospital admissions in 
children underfive are reported to be caused by malaria. Because most malaria transmission 
occurs in rural areas, the greatest burden of the disease usually falls on families who have lower 
incomes and whose access to health care Is most limited. 

On a sun-drenched morning in Ghana's Ashanti region, I joined village chiefs and their wives for 
the launch of an insecticide-treated mosquito net distribution and hang-up campaign. As I 
watched volunteers perform a drama about sleeping under mosquito nets, I was reminded of 
my childhood in Vietnam, where I was fortunate to have slept under the protection of a 
mosquito net. And I was grateful that I had access to an effective antimalarial medicine when I 
fell ill with malaria. 

Malaria no longer threatens boys and girls in the United States, but across Africa, it remains a 
reality for many children. The lives of potential future presidents, scientists and nurses are lost 
prematurely, and their hope for making an impact on the world is greatly diminished. 

History of the Program 

By 1990, much of the world had successfully controlled or eliminated malaria as a public health 
threat. But in Africa, and certain other areas, it persisted. Malaria - largely preventable, 
treatable and curable - was an insidious disease of poverty and a cause of poverty, killing more 
than 1 million people each year on the continent. 

In June 2005, before the Gleneagles summit in Scotland of the Group of Eight major 
industrialized nations, President Bush created the President's Malaria Initiative, and committed 
$1.2 billion for malaria control. The initiative started with Tanzania, Uganda, and Angola, and, 
since then, 16 additional African countries have been added. PMI is an interagency program led 
by USAID and implemented together with the Centers for Disease Control and Prevention. Its 
goals were ambitious: cutting in half the death toll of a disease that ravaged Africans, hitting 
children and pregnant women the hardest. 


2 



12 


This bold initiative was buoyed by new tools to prevent and treat the disease including new 
diagnostic tools and antimalarial medicines as well as insecticide-treated nets to hang over 
sleeping spaces. For the first time, the tools, the political will, and the funding were in place at 
sufficient levels to really have an impact on malaria in Africa. 

With the passage of the 2008 Lantos-Hyde United States Leadership against HIV/AIDS, 
Tuberculosis, and Malaria Act and the launch of the GHI, PMTs goal has expanded to achieve 
Africa-wide impact by halving the burden of malaria in 70 percent of at-risk populations in sub- 
Saharan Africa, i.e., approximately 450 million residents. 

In the last seven years, substantial reductions in mortality among children under five have been 
recorded together with improvements in coverage with malaria Interventions. Of the twelve 
PMI focus countries (Angola, Ethiopia, Ghana, Kenya, Madagascar, Malawi, Mozambique, 
Rwanda, Senegal, Tanzania, Uganda and Zambia), where baseline and follow up health surveys 
with data on childhood mortality have been conducted, all-cause mortality rates among 
children underfive have dropped by 16 percent (In Malawi) to 50 percent (in Rwanda). 

Although multiple factors may be influencing the decline in under-five mortality rates, strong 
and growing evidence suggests that malaria prevention and treatment are playing a major role 
in these unprecedented reductions in mortality. PMI is participating in in-depth impact 
evaluations to ascertain the contribution of malaria control efforts to these reductions in 
mortality, with Tanzania being the first country to complete this impact evaluation. Conducted 
In collaboration with the Government of Tanzania, the Roll Back Malaria Partnership, WHO, and 
the Ifakara Health Institute, the impact evaluation concluded that malaria mortality in children 
under five in Tanzania has fallen and that nearly 63,000 lives have been saved in that country 
over the 10-year period between 2000 and 2010 due to the scale up of malaria interventions. 

In fiscal year 2012 alone, PMI protected over 50 million people with prevention measures, such 
as insecticide-treated mosquito nets to hang over sleeping spaces and/or indoor residual 
spraying of homes with insecticides. PMI also procured more than 72 million treatments of life- 
saving antimalarial medicines for distribution to targeted populations. 

External Evaluation 

Across Africa, PMI advisors from USAID and CDC, in-country USAID health teams, national 
malaria control programs, and partners, are working together to roll back malaria. In 2011, PMI 
commissioned an external Evaluation Team to review its performance. The External Evaluation 
Report affirmed that PMFs planning, implementation, partnerships, and funding have been key 
to global efforts to combat malaria. 

A rigorous external evaluation not only concluded that PMI is “by-and-large a very successful, 
well-led component of the U.S. Government Global Health Initiative," but challenged us to re- 


3 



13 


examine critically what we have been doing and how we could improve programming in the 
face of falling malaria transmission in most PMI countries. 

The Evaluation Team made five policy and five technical overarching recommendations that will 
guide programmatic improvements in the coming years. PMI views these recommendations as 
relevant and useful for program improvement. In fact, several of the recommendations are 
directly in line with management and technical Improvements that are already underway. PMI 
leadership and technical teams have carefully reviewed all comments in the report and, with 
input from PMI's Interagency Advisory Group, have developed a detailed management 
response including a plan and timeline for Implementation of each recommendation. 

Bold Vision 

Malaria prevention and control are major national security and foreign assistance objectives of 
the U.S. Government. In 2010, President Barack Obama launched his vision for how the United 
States would approach global development, which sees development assistance as a pillar of 
foreign policy and crucial to America's national security and economic interests. In his 2013 
State of the Union Address, the President stated that "... the United States will join with our 
allies to eradicate such extreme poverty in the next two decades ... by saving the world's 
children from preventable deaths ..." Malaria is a major cause of childhood mortality in Africa. 
Consequently, preventing and controlling malaria are a key focus of U.S. Government foreign 
assistance. PMI is playing a lead role in Implementing the President's vision. 

PMI's efforts to reduce malaria mortality also directly contribute to the goal to end preventable 
child deaths as articulated by the USAID 2012 Call to Action and reaffirmed by A Promise 
Renewed, a joint global effort led by UNICEF and endorsed by the U.S. Government. Reducing 
the level of malaria transmission has the dual effect of preventing mild cases of malaria from 
progressing to severe disease and death while unburdening the health system, so health 
workers can focus their time and energy on other Important childhood illnesses, such as 
pneumonia, diarrhea and malnutrition. 

The human and economic toll of malaria In Africa has been reduced but remains devastating. 
The mortality and health impact that malaria has in sub-Saharan Africa, predominantly on 
pregnant women and children under the age of five, is well known. Our support to national 
malaria programs in Africa are focused on reaching these two most vulnerable groups and we 
focus on delivering equitable care by targeting rural areas where the greatest burden of the 
disease usually falls on families who have lower incomes and whose access to health care is 
most limited. 

In addition to its human toll, malaria imposes a high cost on macroeconomic growth, household 
Income (through absenteeism and expenditures on treatments); and negatively impacts 
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childhood cognitive development. These factors pose serious impediments to poverty 
alleviation and overall development in Sub-Saharan Africa. 

• Malaria hurts macroeconomic growth in Africa: Economists estimate countries with 
high burden of malaria grew 1.3 percent less (gross domestic product) due to malaria. 
This is further estimated to equal up to $12 billion in lost productivity due to malaria in 
Africa annually. 

• Malaria is impoverishing to families in Africa, 50% live on less than $1.25 a day; 

Economic studies have shown that the total cost (direct and indirect) imposed by 
malaria can cost families from 9-18% of household income in Kenya and up to 32% of 
household income in Malawi. 

• Malaria negatively impacts childhood cognitive development, which can lead to 
reduced educational attainment and earning potential in adulthood. A recent study 
among children in Uganda concluded that an episode of cerebral malaria was associated 
with a 3.7 fold risk of cognitive impairment compared to children in the control group 
not exposed to cerebral malaria. Cognitive impairment has been associated with poor 
reading and arithmetic achievement in children. Lower grades in school among children 
exposed to non severe malaria infections have been demonstrated in studies in Brazil 
and Sri Lanka. 

Global Fund and PMI Collaboration 

The Global Fund Is a multilateral public-private partnership created in 2002 to provide financial 
support through grants for large-scale prevention and treatment services for HIV/AIDS, 
tuberculosis and malaria. 

The Global Fund and PMI are committed to coordinating their efforts in-country in an effort to 
maximize their impact on the global malaria burden. Each program has Its own unique 
strengths, lending to the complementarity of the partnership and significant success on the 
ground. Currently, all 19 PMI focus countries in Africa, and one regional program in the Greater 
Mekong Subregion of Southeast Asia, receive substantial funding from the Global Fund, which, 
alongside PMI, is the leading donor for malaria. And because the Global Fund does not have in- 
country technical staff, it often relies on PMI Resident Advisors to help coordinate malaria 
activities and share information about potential bottlenecks with the Global Fund. 

PMI also sits on the U.S. delegation of the Global Fund Board; therefore, it helps shape policy 
issues at the highest level of Global Fund governance. Moreover, PMI staff have also 
participated on the Technical Review Panel, which is responsible for reviewing the Global 
Fund's grant applications prior to Board consideration, and on the Global Fund's Country 
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Coordinating Mechanisms, which are country-level multi-stakeholder partnerships that develop 
and submit grant proposals. Country examples of collaboration include: 

• Liberia: Almost half of the population In Liberia seeks medical treatment from the 
private sector; therefore, PMI and the Global Fund supply subsidized first-line anti- 
malaria drugs to the private sector, thereby expanding access to affordable malaria 
treatment to Liberians. 

• Nigeria: PMI has helped to distribute over 15 million insecticide-treated nets procured 
by the Global Fund (among other donors) across Nigeria, and managed logistics and 
donor coordination. 

• Democratic Republic of the Congo (DRC): PMI helped the DRC government develop its 
Round 10 grant proposal to the Global Fund, and together, PMI and the Global Fund are 
helping to ensure that all of the country's health zones receive a minimum package of 
antimalarial interventions. 

Leveraging Partnerships 

Partnership is a hallmark of how PMI does business. We coordinate our activities with a broad 
set of partners ranging from national malaria control programs of PMI focus countries to 
multilateral and bilateral institutions, such as WHO, the United Nations Children's Fund 
(UNICEF), the World Bank, The Global Fund, DFID, and AusAID as well as private foundations, 
such as the Bill & Melinda Gates Foundation, William J. Clinton Foundation and UN Foundation; 
and numerous nonprofit and faith-based organizations. Examples of these partnerships include: 

• PMI supported the Roll Back Malaria Harmonization Working Group to help six African 
countries (Benin, Burkina Faso, Chad, Ethiopia, Niger and Zambia) prepare their malaria 
proposals for the Global Fund'sTransitional Funding Mechanism - all of which were 
successfully funded. 

• In Zambia, DFID has channeled funds through PMI for the procurement of commodities. 
And, in four additional PMI focus countries (Kenya, Malawi, Rwanda and Uganda), PMI 
and DFID have initiated discussions to develop partnerships. 

• In the 2012 fiscal year. Peace Corps volunteers In 14 PMI focus countries assisted with 
malaria control activities. 

• To date, PMI has supported malaria activities through more than 200 nonprofit 
organizations, approximately one-third of which are faith based. These groups often 
have strong and highly effective bases of operations in underserved rural areas, where 
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the burden of malaria is greatest. And, recently, I witnessed how the voice of the faith 
community can help raise awareness around malaria. For example, the United 
Methodist Church recently helped rally interest around malaria during the screening of 
the HBO film, “Mary and Martha" ~ which tells the story of two mothers who are joined 
together by the loss of their children to malaria. 

PMI also works with private sector partners to help leverage their capabilities and resources 
and ensure that their efforts are well coordinated with government strategies and plans. For 
example, PMI has partnered with mining and sugar cane companies to Implement IRS activities 
in Ghana, Liberia, Malawi and Zambia. In FY 2012, the ExxonMobil Foundation provided 
$500,000 to PMI to support PMI objectives in Angola, bringing its total contributions to PMI to 
$4.5 million since 2006. The foundation's support is for the scale-up of ACTs and IPTp through 
subgrants to nongovernmental and faith-based organizations in eight provinces where 
government health infrastructure is weak. 

Budget 

Thanks to strong bipartisan support we are on track to provide continued life-saving health 
assistance to more people than ever before although the needs remain great. The FY 2014 
Global Health request supports our goals of creating an AIDS-free generation, ending 
preventable child and maternal deaths. 

Because of continued bipartisan support, PMI was able to expand its efforts in Africa by: 

^ Designing PMI programs and beginning implementation of malaria control activities in 
two new PMI focus countries - Guinea and Zimbabwe; and 

Expanding PMI programs in Nigeria to eight of 36 states (total population of 27 million) 
and the Democratic Republic of the Congo to four of 11 provinces (total population of 
19 million). 

PMI now includes 19 focus countries in Africa and one regional program in the Greater Mekong 
Subregion of Southeast Asia. PMI's efforts in the Greater Mekong are primarily focused on 
combating antimalarial drug resistance and finding new methods to reduce outdoor 
transmission among migrant populations and forest workers. In addition, USAID malaria 
funding also supports control efforts in three other African countries as well as one regional 
program in Latin America: the Amazon Malaria Initiative. 

The United States continues to provide global leadership in the fight against malaria and in 
global health. We continue to challenge endemic countries to increase their domestic 
contribution to malaria control and use their malaria funding wisely and strategically. 
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The announcement of a substantial increase in malaria support from the British Government 
through DFID will help meet some of the global need for malaria funding, but malaria control is 
a long-term challenge, and sustained external donor support will be critical to the continued 
progress of national malaria control programs in focus countries. The fact that DFID is choosing 
to channel its own funding through USAID's in-country bilateral programs and mechanisms is a 
vote of confidence in the efficiency of our systems. We are pleased to see that we have a strong 
and trusted partner In DFID that has shown this level of commitment to malaria control. 

Challenges 

Tremendous progress has been made over the past decade, including a 25% reduction in 
estimated malaria deaths at the global level and a 33% reduction In Africa alone. 

The risk of malaria is declining and more children are surviving, but the gains are fragile and 
could be reversed without continued support. We recognize and appreciate the continued 
commitment of Congress and the American people to fighting malaria through PMI and Global 
Fund in this time of budget austerity. 

Despite the significant gains the Global Fund, PMI, national governments, and others have 
made in the fight against malaria, the disease remains a serious global public health problem. 
The goal moving forward is to maintain and build on previous efforts and ensure the successes 
to date are not rolled back, even as the dual threats of artemisinin drug resistance and 
insecticide resistance grow. 

A strain of the malaria parasite has appeared in parts of Southeast Asia with resistance to what 
have been the most effective medicines to fight the parasite. And some fear that the parasite 
may ultimately become resistant to all drugs we currently have to treat malaria. Migration of 
this resistant parasite to Africa would be devastating. 

We must also be diligent in identifying and monitoring mosquito resistance to insecticides so 
that our most effective prevention measures, insecticide-treated mosquito nets and indoor 
residual spraying, aren't undermined. This is especially Important because both insecticide- 
treated mosquito nets and indoor residual spraying rely on the use of insecticides. If 
mosquitoes become resistant to those insecticides, the efficacy of these interventions will be 
compromised. We must also find new ways to interrupt outdoor transmission, where LLINs and 
IRS are less effective. In some areas of the Greater Mekong Subregion, estimates are that more 
than 50 percent of transmission takes place outside of homes. Insecticide-treated clothing and 
spatial or area repellents or insecticides are promising interventions we are evaluating. 

We recognize that tackling these new strategic challenges is a priority and we are working with 
the private sector to develop new antimalarial drugs as well as new insecticide-based tools. At 
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the same time, we need to continue to expand our tool box to combat malaria by developing a 
highly effective, but inexpensive, vaccine that could result in hundreds of thousands of lives 
saved. 

Leveraging Innovation and Technology 

Research to support malaria control efforts and reduce the burden of malaria has been a high 
priority of the U.S. Government for many years. USAID investments in science and global health 
research and development cut across a broad range of topics, including the development of 
malaria vaccines, antimalarial drugs, and diagnostic tools for malaria; implementation research 
to improve programs; and behavioral/social science research to improve service utilization and 
health-seeking behavior. 

The U.S. Government malaria research effort Involves the U.S. Centers for Disease Control and 
Prevention and the National Institutes of Health of the Department of Health and Human 
Services, the Naval Medical Research Center and the Walter Reed Army Institute of Research 
of the U.S. Department of Defense and the U.S. Agency for International Development. Each of 
these agencies has its own direct funding for malaria research. PMI funds operational research 
in addition to these other research efforts. 

USAID support of drug development through product development partnerships such as the 
Malaria Medicines Venture has led to the approval and use of new treatments for malaria. 

PMI support of malaria operational research focuses on topics, such as mosquito net durability; 
the effectiveness of combining interventions such as IRS and ITNs; and looking forward, the 
impact of insecticide resistance on mosquito net effectiveness, the use of spatial repellents to 
interrupt outdoor biting, better use of diagnostics to guide malaria treatment and new vector 
surveillance and control technologies. PMI uses study results to help guide its program 
investments, make policy recommendations to national malaria control programs and target 
interventions to increase their cost-effectiveness. Some examples of PMI-funded operational 
research studies include: 

• Eight PMI focus countries (Angola, Benin, Kenya, Malawi, Mozambique, Rwanda, 

Senegal and Zambia) are conducting studies on the physical and insecticidal longevity of 
ITNs. Overall study results have shown that many mosquito nets do not last the 
expected three years due to loss of physical integrity. Thus, ITNs may need to be 
replaced more frequently than anticipated in order to maintain high coverage. These 
findings are being used to inform research on ITN care and repair behaviors, as well as 
to aid design changes to ITNs to improve physical durability. 
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• In Nigeria, preliminary results from a study looking at mosquito net care and repair 
behaviors indicate that few residents repairtheir mosquito nets when they are 
damaged. Encouraging mosquito net repair could help prolong the useful lifetime of a 
mosquito net and thus reduce the cost of mosquito net procurements over time. 

• In Kenya, where mosquitoes have developed resistance to pyrethroid insecticides used 
in IRS campaigns, PMI supported a study to assess the effect of nine different 
insecticides or insecticide formulations on mosquito populations. Results were 
presented to the national vector control technical working group, which then made 
recommendations to the NMCP to use a carbamate insecticide in future IRS campaigns. 


And we are also looking at ways to apply new technology to solve malaria problems. In 
Zanzibar, PMI created a mobile application that builds on an early epidemic detection system 
for malaria. This innovative mHealth system allows health facilities to report new malaria cases 
using a cell phone, which ensures that outbreaks of malaria are identified within two weeks of 
their onset. These mHealth applications are helping Zanzibar to sustain the remarkable gains it 
has made against this dangerous and debilitating disease. Opportunities exist to expand on the 
lessons learned from these technology-based activities in malaria programs and introduce them 
as solutions to other global health projects that are facing similar challenges. 

The goal over the next 5 to 10 years will be to sustain and build on these efforts in the face of 
such challenges as antimalarial drug resistance, insecticide resistance, and uncertainties around 
donor and national funding for malaria control. 

Research and development are critical components of the fight against malaria, and we will 
need to continue to expand our tool box to combat malaria. The sustained bipartisan support 
for global health In the U.S. Congress over two administrations is a testament to the fact that 
we have been able to demonstrate an incredible return on investment for every dollar spent on 
saving lives and improving opportunity. The health of a nation is the foundation upon which 
economies are able to grow and new markets for U.S, products are established. 

In closing, I would like to thank the U.S. Congress for its continued support and reiterate that, 
together with our partners, we remain deeply committed to the global fight against malaria. 
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Mr. Smith. We do have a vote, two votes on the floor, and I 
apologize for the inconvenience to our witnesses. We thought we 
would take a very brief recess, come back, and Colonel, then we 
will receive your testimony. We really do want to hear what you 
have to say. So the subcommittee stands in recess. 

[Recess.] 

Mr. Smith. The subcommittee will resume its sitting, and Colo- 
nel Weina, if you could proceed with your testimony. 

STATEMENT OF COLONEL PETER J. WEINA, PH.D., M.D., DEP- 
UTY COMMANDER, WALTER REED ARMY INSTITUTE OF RE- 
SEARCH, U.S. DEPARTMENT OF DEFENSE 

Colonel Weina. Thank you, sir. Chairman Smith and distin- 
guished members of the subcommittee, thank you for the oppor- 
tunity to appear before you to discuss the Army’s medical research 
initiatives to improve soldier readiness and global health and high- 
light the incredible work of the military medical research commu- 
nity. 

I extend our appreciation to Congress for their support to mili- 
tary medicine faithfully given, which provides the resources we 
need to deliver leading edge health services and diligently continue 
innovative research. Malaria is a global agent scourge that has 
haunted mankind for much of our history, and yet it still impacts 
our lives in our society today. I know it has been said many times, 
but it bears repeating: Over 3.3 billion people remain at risk for 
the disease. Over 200 million cases of the disease appear every 
year along with over 650,000 deaths. 

Among the most vulnerable are the young children who account 
for over 85 percent of the malaria-related mortality globally. A pre- 
ventable disease, malaria is a leading cause of death in children 
under 5 years old in sub-Saharan Africa. 

The U.S. military has also felt the threat of malaria as far back 
as 1775 when George Washington expended limited resources to 
purchase quinine for the treatment of malaria. Malaria has been 
diagnosed during the Civil War, World War II, Vietnam and even 
recently in Afghanistan. 

Historically, the incidents depends primarily on deployment loca- 
tion, but during the last 10 years, we have seen approximately 100 
cases every year, despite the resources we have to protect our 
troops. While the days of massive debilitating impact on malaria 
operations are behind us, we only have to look back to 2003 in 
order to appreciate the potential impact when a military peace- 
keeping operation in Liberia failed after only a few weeks due to 
80 cases of malaria in 225 Marines, 44 of those requiring medical 
evacuation. 

The destabilizing effects that diseases such as HIV/AIDS and 
malaria have on the critical infrastructure of developing nations is 
compelling evidence that global health is a means to global secu- 
rity. These diseases undermine the education and health systems, 
economic growth, micro-enterprises, policing and military capabili- 
ties, political legitimacy, family structures, and overall social cohe- 
sion. They undermine the stability of already weakened states and 
add to their vulnerability to extremists and terrorists who seek to 
corrupt or coerce. Our response, through medical engagement. 
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needs to be comprehensive, fought at many levels, and on many 
fronts to provide for global stability and our own nation’s security. 

The Walter Reed Army Institute of Research has a trusted part- 
nership in several countries that has been established for decades. 
Long-term relationships have been built with host countries as well 
as health organizations allowing both personnel and logistical sup- 
port to establish larger work. 

We have been in partnership with the Royal Thai Army for over 
50 years, and with the Kenyan Medical Research Institute for over 
40 years. We have established robust relationships that have al- 
lowed the important work of military medicine’s research as well 
as the important work of PEPFAR and PMI. 

The U.S. military’s exceptional science, logistic and regulatory 
expertise allows for the testing of new products to the best stand- 
ards of care for the local population as well as the delivery of crit- 
ical life-saving HIV/AIDS and malaria interventions. 

Military medicine also serves as a partner in the critical platform 
of disease surveillance. Both the Army and Navy conduct oversees 
disease surveillance operations that not only keep a watchful eye 
on malaria patterns and malaria resistance throughout the world, 
but also survey for other infectious disease threats. These overseas 
operations are part of a complex ecosystem that provides not only 
surveillance, but also a platform for testing new products, medical 
engagement with many countries worldwide and outreach for the 
execution of PEPFAR and PMI missions and programs. 

Vigilance in combating malaria is an enduring mission. The U.S. 
military is engaged in malaria research for several key reasons, to 
preserve the fighting strength of our men and women in uniform 
who go into harm’s way, to protect our Nation’s citizens who en- 
counter these threats worldwide, and to positively impact the glob- 
al health and stability of our allies. 

In closing, I am proud of the global impact that military medicine 
research has done throughout history and the continued diligence 
being done to combat one of the oldest infectious disease threats 
man has known. In partnership with the Department of Defense, 
my colleagues here today, our global partnerships and the Con- 
gress, we will be prepared for tomorrow’s challenges. Thank you for 
your time. 

Mr. Smith. Colonel, thank you very much for your leadership 
and for your testimony today. 

[The prepared statement of Colonel Weina follows:] 
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Chairman Smith, Ranking Member Bass, and distinguished members of the 
subcommittee, thank you for the opportunity to appear before you to discuss the Army’s medical 
research initiatives to improve Soldier readiness and global health, and highlight the incredible 
work of the military medical research community, the Walter Reed Army Institute of Research, 
and the US Army Medical Research and Materiel Command. On behalf of the over 150,000 
dedicated Soldiers and civilians that make up Army Medicine, I extend our appreciation to 
Congress for the support to military medicine faithfully given, which provides the resources we 
need to deliver leading edge health services, and diligently continue innovative research. 


The Global Threat of Malaria 

Malaria is a global ancient scourge that has haunted mankind for much of our history, 
and yet it still impacts our lives and our society today. Conservative estimates suggest that over 
3.3 billion people remain at risk for the disease worldwide; over 200 million cases of the disease 
appear every year along with over 650,000 deaths. Among the most vulnerable are young 
children, who account for over 85 percent of the malaria-related mortality globally. A 
preventable disease transmitted by the Anopheles mosquito, malaria is a leading cause of death 
in children under five years old in Sub-Saharan Africa. 

Despite plans in the 1950s to eradicate malaria worldwide with powerful tools like 
chloroquine (a powerful drug for treatment) and DDT (dichlorodiphenyltrichloroethane, a 
remarkably effective mosquito control compound), the emergence of widespread chloroquine- 
resistant malaria parasites, along with concern regarding the environmental effects of DDT, 
resulted in the declaration of the eradication effort’s failure and eventual demise in 1972. 

Not to be defeated. Roll Back Malaria (RBM) was launched in 1998 with a goal to halve 
the number of malaria cases by 2010, and eliminate malaria in 8 to 10 countries by the year 
2015. As progress continues around the globe, in Africa, where the majority of the malaria 
mortality burden is borne, we have seen malaria death cut by one-third in the last decade alone. 
Outside of Africa, of the over 50 countries affected by malaria, total numbers of cases have 
been reduced by fifty percent in the last decade. This progress, due in part to large distributions 
of insecticide-treated mosquito bed nets, vector control interventions, and to the wide-spread 
use of artemisinin-combination therapies, has been so dramatic that in 2008, malaria 
eradication, which was not thought possible thirty-five years earlier, was considered an 
attainable goal once again. 

Malaria has existed for centuries as four recognized species of parasite, all with minor 
variations on the cycle, hosts, vectors, and sensitivity to treatments available. Some of the 
species are harder to treat or need longer periods of time to eliminate the disease burden from a 
population, taking as long as twenty years in some instances. Maintaining vigilance for that 
length of time, and the public health efforts needed for actual elimination are challenges that 
require extraordinary dedication and political will. Even if elimination on a global scale is 
achieved, medicine cannot overlook the possibility that there will be identification of additional 
malaria species and vectors entering into the human population, as science advances. The 
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identification of a fifth human malaria species in 2008, originally identified from a monkey 
source, brings to light the possibility of identifying an additional threat from an old adversary. 


Military Relevance of Malaria 

The U.S. military has felt the threat of malarial disease as far back as 1775, when 
George Washington had to expend his very limited monetary resources to purchase quinine for 
the treatment of malaria in the Revolutionary Army. In the 1860s, the Civil War saw 50 percent 
of Caucasian troops and a staggering 80 percent of Black troops contracting malaria annually. 
The military impact continued during World War II, Vietnam, and even recently in Afghanistan, 
where we still see approximately 100 cases annually, despite the resources we have to protect 
our troops. While the days of massive debilitating impact on military operations are behind us, 
we only have to look back to 2003, when a military peacekeeping operation in Liberia failed after 
only a few weeks due to 80 cases of malaria in 225 Marines, 44 requiring medical evacuation, in 
order to appreciate the potehtial impact on military readiness. 

This is an enduring mission. The U.S. military is engaged in malaria research for several 
key reasons: to preserve the fighting strength of our men and women in uniform; to protect our 
Nation’s citizens who encounter these threats world-wide; to impact the global health and 
stability of our Allies, It was less than a generation ago that malaria was preseht in the United 
States. Just as we have seen the spread of other vector-borne diseases such as West Nile 
Virus, there is a real potential, given the global nature of our population and the simple nature of 
the disease host, for malaria to be reintroduced into the U.S, 


Global Health Impact 

The destabilizing effects that diseases such as HIV and malaria have on the critical 
infrastructure of developing nations is compelling evidence that global health is a means to 
global security. These diseases undermine education and health systems, economic growth, 
micro enterprises, policing and military capabilities, political legitimacy, family structures, and 
overall social cohesion. They undermine the stability of already weakened states and add to 
their vulnerability to extremists/terrorists who will seek to corrupt or coerce. Our response 
through medical engagement needs to be comprehensive, fought at many levels, and on many 
fronts, to provide for global stability and our own Nation’s security. 


Partnerships and Progress 

Assigned to the newly opened Army Medical School in 1893, Army Major Walter Reed 
was instrumental in defining the concept of mosquitoes transmitting disease. In the case of 
Yellow Fever, it was Major Reed’s hypothesis on disease transmission that opened the door for 
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William C. Gorgas to abate the spread of Yellow Fever and malaria in the construction of the 
Panama Canal. 

The first synthetic anti-malarial medication, Atabrine, was developed through the 
coordinated activities of the Allied medical forces, setting the stage for the involvement of the 
Walter Reed Army Institute of Research (WRAIR) in anti-malarial drug development. The 
Experimehtal Therapeutics brahch of the WRAIR remains the only sustained drug development 
program in the Department of Defense, holding the distinction of initiating or being involved in 
virtually every anti-malarial drug development available for fighting malaria since WWII. 

Developing a vaccine against malaria is a complex science, requiring an immune 
response differs from what is seen with natural infection. The best potential for a way forward is 
through several strategies at immune stimulation. The Malaria Vaccine Branch of WRAIR ahd 
the Malaria Department of the Naval Medical Research Center (NMRC) work cooperatively as 
the US Military Malaria Vaccine Program (USMMVP) on a joint mission to develop vaccines 
against the two types of malaria that cause the most serious disease in humans. 

The WRAIR Malaria Vaccine Program, along with a pharmaceutical company, has 
developed what is currently the world’s leading malaria vaccine candidate. Known as 
RTS,S/AS01 , it is the first candidate malaria vaccine able to demonstrate reduction in the 
number of episodes (by 50 percent) or clinical severity of malaria infections, particularly in 
infants age five to seventeen months old. This product is currently in phase 3 clinical trials in 
Africa at our overseas operations, demonstrating a key step towards prevention. 

The NMRC Malaria Department currently has two main vaccine research efforts, one in 
partnership with a commercial biotech company on a DNA prime/adenovirus boost vaccine, 
NMRC-M3V-D/Ad-PfCA, which has shown low level protection (27 %) in early stage clinical 
trials. Additionally, NMRC is partnering with a commercial pharmaceutical company and the 
National Institute of Allergy and Infectious Diseases Vaccine Research Center, of the National 
Institutes of Health, on a novel purified, radiation-attenuated, cryopreserved, whole sporozoite 
vaccine that is in an early stage clinical trial. 

The Entomology branch of WRAIR has worked diligently on personal protective 
measures such as treated bed nets, new insecticides, and permethrin-treated clothing to 
prevent not only malaria, but several other insect-borne diseases. 

The WRAIR has a trusted partnership in several countries that has been established for 
decades. Long term relationships have been built with host countries as well as health 
organizations, allowing both personnel and logistical support to establish larger work. We have 
been in partnership with the Royal Thai Army for over 50 years, where we use Thailahd as a 
base of operations to work with malaria and other infectious diseases throughout the region. 

Our relationship with the Kenya Medical Research Institute is over 40 years old and serves as 
our touchstone in the African continent. There, as in Thailand, we have established robust 
relationships that have allowed the important work of Army medicine’s research, as well as the 
important work of the President’s Emergency Plan for AIDS Relief (PEPFAR) and the 
President’s Malaria Initiative (PMI). The US military’s exceptional science, logistic, and 
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regulatory expertise allows for testing of new products to the best standards of care for the local 
population as well as the delivery of critical life-saving HIV and malaria interventions. 

Military medicine also serves as a partner in the critical platform of disease surveillance. 
Both the Army and Navy conduct overseas disease surveillance operations that not only keep a 
watchful eye on malaria patterns and malaria resistance throughout the world, but also survey 
for other infectious disease threats. Much of this work is accomplished through fuhding from the 
Global Emerging Infections Surveillance and Response System (GEIS) at the Armed Forces 
Health Surveillance Center (AFHSC). These overseas operations are a part of a complex 
ecosystem that provides not only surveillance, but also a platform for testing new products, 
medical engagement with many countries worldwide, and outreach for the execution of the 
PEPFAR and PM I missions and programs. 


Military Medical Research Funding 

Funding for malaria research and development in the military has been suffering since 
Vietnam. The US military is able to best utilize governmental funding for malaria research 
through research partnerships around the globe for malaria programs and projects, sustaining 
us to date despite the diminishing budget. The FY12 budget for all malaria effects in the DoD 
(approximately $20 million) was increased to $60 to $100 million through matched funds 
achieved by leveraging partnerships with other governmental agencies, private industry, and 
academic partners. 

The military malaria research budget is approximately equal between drug and vaccine 
research and development (drug budget approximately $8.9 million and vaccine budget 
approximately $10.2 million in FY13 and FY14). The malaria drug effort feeds the entire range 
of pharmaceutical research, from looking at new chemical entities all the way through clinical 
trials for anti-malarial drugs getting licensed. The vaccine research effort of the joint Army/Navy 
program is exploring multiple different candidate vaccines and looking at what strategy will work 
the best. 

Despite all of this exceptional work, which not only benefits the military but also those 
impacted by malaria worldwide, there is still much to be done. While we optimistically consider 
eradication, new threats emerge through resistance to current therapy and current insecticides. 
Despite being effective today, current medications for prophylaxis and treatment are being used 
to treat organisms that have consistently found a way to defeat most every one of our older 
drugs; these organisms will likely find a way to defeat any new medications discovered for 
malaria treatment. Resistance is a fact of drug development and even with the most cautious 
use of drugs, the organisms we are fighting will always find a way to defeat our treatments. The 
best we cah do is through prudent use of these agents to extend the life of these drugs until new 
ones are found. While our vaccines show promise, it will likely be years, if not decades, before 
we have anything that can really make a global difference. 
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Like most tropical parasitic diseases, malaria is a disease that is tied to poverty and 
social disruption. Global medicine has reached a critical tipping point in terms of the technology 
used in medical research. Advances in genetics (such as with pyrosequencing) have helped us 
better understand the pathogens and organisms we are dealing with, providing the tools to 
make significant progress as we stay on course and effectively utilize what these new platforms 
have taught us. 


Closing 

In closing, I am proud of global impact that military medical research has had throughout 
history, and the continued diligence being done to combat one of the oldest infectious threats 
man has known. In partnership with the Department of Defense, my colleagues here at the 
panel today, our global partnerships, and the Congress, we will be prepared for tomorrow’s 
challenges. The Army Medicine team is serving to heal - and honored to serve. 


6 



28 


Mr. Smith. Just to lead off the questioning, let me start off with 
a question to Admiral Ziemer. You mentioned about one-third of 
the NGOs that are getting assistance happen to be faith-based. 
One of the concerns that I have expressed from the very beginning, 
both with PEPFAR and malaria and every other U.S. foreign aid 
program, especially as it relates to Africa, has been the early exclu- 
sion of faith-based organizations, primarily because of ideological 
reasons, but there appears to be, and I think there has been good 
strong support for them. I actually wrote the conscience clause for 
the PEPFAR program because of that exclusion. 

If you could just elaborate a bit on how essential indigenous 
faith-based groups are being included. If we want to end the pan- 
demic of HIV/AIDS, it seems to me, and TB, the problems associ- 
ated there, and the malaria problem, we need to have as partners 
those faith-based groups. If you could touch on that. 

Admiral ZiEMER. Thanks for the questions. When PMI was 
launched, one of the first things we did was to look at the best 
practices of PEPFAR and model some of our programmatics after 
the PEPFAR model. So, to the extent there were clear guidances 
coming from here and from the administration, we looked at them 
and embraced them. But I can tell you from the beginning of PMI, 
we intentionally looked at a deliberate engagement of the NGOs in 
the field, specifically looked at the merits of the faith-based organi- 
zations because we acknowledged, and from personal experience, 
accepted the fact that they were there before we got there, and 
they will be there after we go. And when we start embracing capac- 
ity building and sustainability of programs, the local NGOs, specifi- 
cally the faith based, are a huge component of building for the fu- 
ture. 

Mr. Smith. I appreciate that. You know, the impact on childhood 
cognitive development, we know that obviously our goal is to eradi- 
cate malaria and to prevent deaths, but also to mitigate morbidity 
and other consequences like impact on cognitive development. Is 
the timeliness of the intervention key? I chair the Lyme Disease 
Caucus here in the House and have a bill pending that I hope will 
get brought up on establishing a blue ribbon commission on lyme 
disease, particularly chronic lyme. The longer the parasite grows 
inside an individual, the worse its deleterious effects. I am won- 
dering, you know, the issue of how this mal-affects children as they 
become adolescents, adults and right on through the rest of their 
life. 

Admiral Ziemer. You are asking a rather technical question, and 
I would defer that to some of our scientists and colleagues when 
it comes to the impact or the delayed impact of delayed parasite 
clearance from a system. I do know that we have a very rigorous 
prenatal program, so that when pregnant women go into the clin- 
ics, we are providing preventative treatment. So in terms of the 
health of the newborn child, it is being addressed through that pre- 
vention measure, but when a child presents with a fever, we are 
committed to appropriate diagnosis and then treatment. So at an 
early age, if the child presents and is diagnosed with a fever, we 
do everything we can to provide treatment. 

Mr. Smith. In his testimony. Ambassador Dybul, the executive 
director of the Global Fund, points out that between 2004 and 2010 
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the need, the coverage need, the level of need was essentially met, 
but only 92 million nets were delivered by manufacturers in 2011, 
largely due to funding constraints, and in 2012, only 66 million 
nets were produced. He points out that in February of this year, 
the Global Fund and WHO and other partners, I am sure that in- 
cludes you and us, the United States, estimated that 77 million 
nets were needed to maintain coverage for communities that the 
Global Fund has previously protected. 

He also talks about the big push to replace insecticide-treated 
nets and its new, interim funding grant stream, along with fos- 
tering diagnostic and treatment needs, and bottom line, that be- 
tween 2013 and 2015 there is a $3.5 billion gap. Now, I know the 
United States has been generous. It has been the leader. Is there 
more that we could be doing? I mean, can we. Congress, be part- 
ners in ensuring that that gap is closed? 

Admiral ZiEMER. The fact that we know what the gap is and we 
can have these numbers, represents information that we didn’t 
have 5 years ago. 

Mr. Smith. Right. 

Admiral ZiEMER. So as we look at supporting the country’s re- 
quirements, we are able to refine the net requirements, and then 
collectively discuss at the funding level, the partner level, and at 
the national level how best to direct those resources. I think it is 
important to acknowledge that since 2008 and 2009, our partners, 
along with the United States, have distributed over 300 million 
bednets to sub-Saharan Africa, which represents coverage to close 
to 600 million people. I think the figure is 578 million. So we are 
making tremendous progress. 

As we look at those at risk, I think it is important to look at the 
full toolkit that we have. Four of the interventions that we use are 
focused on prevention. Bednets, of course, is one, along with indoor 
residual spraying. We are looking at country requirements, the 
most at risk population groups, and moving forward with the fund- 
ing that we have. So, are there gaps? You bet. Are we dealing with 
them better? Yes. We just have to keep at it. 

Mr. Smith. And if you could help us — I mean, we want to be ad- 
vocates. I certainly personally want to make sure that all that can 
be done is done. I thought that again Ambassador Dybul makes an 
excellent point. Either progress is made or we lose momentum. The 
reality is invest now or pay forever, which is a very strong and I 
think a very declarative statement that we could make a difference, 
but funding is key, and obviously deploying those resources pru- 
dently is key. 

Colonel, if I could just ask you, your written testimony goes into 
some great length, thank you for your oral testimony as well. You 
point out that the Walter Reed Army Institute of Research, along 
with a pharmaceutical company, has developed what is currently 
the world’s leading malaria vaccine candidate. You point out that 
the product is currently in Phase III clinical trials in Africa, if you 
maybe would touch on where in Africa. Is it Kenya where we have 
the lab? And the medical research collaboration, and how close are 
we to, you know, actually developing a vaccine that is deployable? 

Colonel Weina. Yes, Chairman Smith, the question of partnering 
with a drug company, we do partner all of the time with some sort 
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of commercial entity to make sure that our products go forward. 
None of the products that we actually produced are things that are 
necessarily borne strictly by the United States to move forward. 

The question of where this work is being done, it is the Phase 
III trial is principally being done in Kenya right now where we 
have our laboratory. This work has moved forward significantly, 
but of course, the question of when are we going to have a vaccine 
is really tied up in some very significant details. 

First of all, the vaccine that we have right now is not a vaccine 
that absolutely protects an individual from getting malaria. The 
great thing about this vaccine, and this is why it is being pursued 
principally in Africa, is the fact that it reduces the mortality associ- 
ated with the disease. This vaccine, just like a lot of other vaccines 
that we are having difficulties with, such as HIV, are things in 
which they don’t naturally occur in nature. We don’t have a situa- 
tion like we have, for example, with chickenpox in which maybe 
somebody gets chickenpox and then they aren’t going to get chick- 
enpox again. Those vaccines are the easy ones. Those are the ones 
that have already been developed. 

What we are trying to do is actually develop a vaccine for a con- 
dition that doesn’t occur in nature, so it is a lot tougher to do. 
What we have been able to mimic is the fact that children that 
have repeatedly gotten malaria are at lower risk of dying from ma- 
laria than individuals that may get it the first time. And this is a 
real success. It helps reduce the mortality, and it produces some in- 
formation for us and possibly moving forward into a vaccine that 
does have significantly more efficacy and something that may actu- 
ally prevent somebody from getting infected. 

Mr. Smith. Let me ask you. Colonel, if I could. You point out that 
funding for malaria research and development in the military has 
been suffering since Vietnam. You talk about how you have worked 
very creatively, partnering with others, to try to lessen the impact 
of that diminished funding, and I think $10 million is what you 
have in use for research. 

You also point out that resistance is a fact of drug development 
in even the most cautious of drugs. Organisms we are fighting will 
always find a way to defeat our treatments, which is a very omi- 
nous statement and a very disconcerting statement. And we know 
in some four countries in Southeast Asia, Dr. Friedman was very 
emphatic on that when he appeared before our committee just a 
few weeks ago, there is concerns about drug resistance to 
artemisinin. Could you speak to that issue of drug resistance and 
also that budget for research? What would more money enable you 
to do, if it were to be available above the $10 million? 

Colonel Weina. Yes, sir. The issue of resistance is something that 
we deal with not just with for malaria but for a lot of diseases. The 
malarial parasite is a very ingenious organism that is actually, I 
guess, just trying to survive, and we are constantly trying to beat 
it down. It has found a way of practically defeating every single 
drug that we have produced all the way back to something that we 
have been using like quinine for over 300 years. All of the new 
drugs that are out there. Mefloquine, Fansidar, all of these types 
of drugs, Malarone even, there is resistance. And our biggest tool 
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in our arsenal right now are the artemisinins, artemisinin-based 
drugs. 

We are seeing an increase in the potential for resistance in 
Southeast Asia, particularly along the Thai-Cambodian border 
where we have seen a lot of resistance arise, and we are going to — 
every single time we produce a new drug, these organisms are 
going to find a way around it, and that is why we need to have con- 
tinued vigilance. That is why every single anti-malarial that has 
basically come out since World War II has had the involvement of 
the Walter Reed Army Institute of Research because of the fact 
that we have continually worked on it virtually our entire existence 
looking at a new drug. So every time we have a new one that is 
out there, we don’t stop and celebrate that we have the new one. 
We are actually looking for yet the next one that is out there, and 
we have a full pipeline of drugs that are being developed and look- 
ing for yet that next generation because we know we are going to 
have resistance, and there is no way of actually stopping that from 
moving forward. 

As far as the budget, I think everybody would just love to have 
more money. There are limited resources that are going to be avail- 
able. I think what we would like to have more so than anything 
else is just to continue to get the money that we have been POM’d 
and that allows us to do the planning that is really necessary to 
move forward with our partnerships because our people are very 
entrepreneurial. And whatever investment that the U.S. taxpayer 
puts into developing these drugs, we are able to partner with pri- 
vate organizations, with academia, with other governmental orga- 
nizations and really move the goal forward by bringing those types 
of partnerships together in this ecosystem that increases every sin- 
gle dollar three, four, five times and increase our budget to move 
things forward. 

Mr. Smith. I think Americans should be concerned just because 
we are our brothers’ and sisters’ keeper, and that is what this pro- 
gram is built on, but there is the possibility, as you pointed out, 
of malaria being reintroduced into the United States. It is some- 
thing I never read in the history books, and we talked about the 
Civil War. You point out, in the 1860s, the Civil War saw 50 per- 
cent of the Caucasian troops and a staggering 80 percent of the 
Black troops contracting malaria annually. That is extraordinary. 
And that is information that I think just underscores — we had it 
here. It is gone. Now we have to hope and pray and work hard to 
see that it will soon be eradicated in Africa and everywhere else 
that it is. 

Mr. Bera. 

Mr. Bera. Thank you. Chairman Smith. 

I think the American public, if you are out there watching, you 
can be very proud of what we have been able to accomplish and the 
reflection of our values as a Nation, you know the compassion, the 
humanitarian commitment to eradicating malaria; to the wonderful 
work that. Admiral Ziemer and Colonel Weina, you guys have been 
doing; and the fact that this is a real bipartisan effort. The Presi- 
dent’s Malaria Initiative started under a Republican President and 
it has continued under a Democratic President. The leadership 
demonstrated on this committee and the commitment to compas- 
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sionate and humanitarian need in eradicating some of the toughest 
diseases in the world, this is something that we can he proud of 
as an institution and as a country and Nation. 

I look at this from the perspective of being a doctor. And the first 
course of medicine is always to try to focus on prevention of dis- 
ease. If you can prevent it, then you don’t have to treat it. And we 
are making strides. And when we think about prevention of ma- 
laria, we think about, obviously, nets and preventing the mosquito 
bites. We also look at the public health measures that we can do — 
you know, pools of water, et cetera — and educating the population 
where malaria’s endemic. 

Chairman Smith touched on the cornerstone of prevention in 
fighting infectious disease, which is vaccination. And if our goal is 
eradication, we really do have to focus on finding a vaccine. 

Colonel, as you pointed out, malaria is a very smart challenge, 
and it is a smart parasite that has continually adapted. And yes, 
we are going to have to continue investing in the next generation 
of therapy. But until we can come up with an effective vaccine, it 
will be very difficult to eradicate. 

I think you talked about where we are on the vaccination side. 
And I would just reiterate our commitment and my commitment, 
as a physician and a Member of Congress, to continue to fight for 
that research funding until we do get that vaccine. 

You touched on the importance of partnership, and we do live in 
tight fiscal times. We do have a debt challenge here in this Nation, 
and we are forever grateful for individuals like Bill and Melinda 
Gates, who have stepped up philanthropically and have poured lit- 
erally millions of dollars — ^billions of dollars into the fight to eradi- 
cate malaria. 

To either one of you, I would love to hear what you think are 
best practices in partnership, the role of the philanthropic and 
NGO community in helping us eradicate malaria or at least hold 
it down and continue to make progress. And then the role in terms 
of capacity building in Africa, India, you know, countries that are 
affected by malaria. So whoever wants to take that question. 

Admiral ZiEMER. Thanks for that question. 

Let me just address a couple of points. The USAID has been in- 
vesting in vaccine research for over 40 years. So it is a high pri- 
ority, and we will continue to focus in on that for the reasons you 
have stated. On the prevention side, I am pleased to say, of the 
four interventions that we used, WHO approved, three are preven- 
tion. And then we are scaling up case management, diagnosis, and 
then proper treatment. So as we continue to work with the coun- 
tries, our focus is truly on the prevention side. 

Our partnership in this austere time is actually very critical. And 
I am really pleased to report that we are seeing significant 
progress made at every level. On the partnership advocacy piece, 
the work with the U.N. Special Envoy, Malaria No More, the U.N. 
Foundation, Nothing But Nets, the celebrities, as well as the ath- 
letes are informing the American public about this disease. And 
there has been a wonderful response collectively, as American citi- 
zens, to do something about that. So that is on the advocacy side. 

On the technical side, the fact that the Gates Foundation is to- 
tally invested on the high tech end and the governments and the 
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multilaterals are invested on the country side, we have a global 
malaria vision and plan to bring those two together. And so, again, 
over the last 4 years, we have something that we never have had 
before, and that is a vision, a strategy and places for countries, do- 
nors, research folks to plug in to move us toward control, elimi- 
nation and eradication. 

One of the most important partners we have is the private sec- 
tor. And we can showcase and give you more details. But let me 
just give you three examples: In Western Ghana, we are partnering 
with Ashanti gold through IRS. They are also funded by the Global 
Fund, the national government, as well as the U.S. Government in 
looking at best practices and scaling up IRS. 

In Zambia, we are working with the copper mine companies to 
do the same thing. So let me just stop there. Oh, ExxonMobil is 
working with us in Angola and their contributions directly into the 
program have been $4.5 million just for nets and the scale-up of 
events. So we can give you multiple examples of how we are seeing 
the partnership not only on the advocacy side but in the planning 
and visioning as well as in the implementation side. I hope that is 
helpful. 

Mr. Bera. Very helpful. 

Colonel Weina. Yes. 

Dr. Bera, the idea of partnerships is absolutely critical when it 
comes to combating any disease and especially something that is as 
broad and as widespread as malaria is. 

I describe it as an ecosystem. And when one part of an ecosystem 
suffers, then the entire part of the system suffers. But there is also 
strength in that ecosystem so that when one part suffers, the other 
parts can help them out. The partnerships are critical and the 
partnerships come at many different levels. There are the public- 
private partnerships. But there are also our partnerships with the 
overseas laboratories in which we have in Thailand and in Kenya, 
Egypt, and Peru. Some of them have been in existence for over 50 
years. These partnerships are not just to provide us a platform for 
surveillance and for testing new products, but it is also a way of 
capacity building so that we can also pass on what we have learned 
and also learn from our partners. In most of these overseas labora- 
tories, a majority of the people that are working there are local na- 
tionals. And there really is a trust relationship that is built up. 
Some of the people having been associated with that partnership 
for over 50 years. And there are strengths and weaknesses that 
each of the partners bring. And the more we talk to each other, the 
more we interact with each other, the more we learn where we can 
make a real difference. I know that we execute quite a bit of PMI 
funds. We execute quite a bit of PEPFAR funds at some of our 
overseas laboratories. And it is not just the laboratories. Those lab- 
oratories actually are a jump-off point for work in other countries 
as well. And it is not just a logistic aspect like that, but it is also 
a scientific aspect. We have learned a tremendous amount from the 
work that is being done with the HIV vaccine as well as the HIV 
vaccine finding, learning a tremendous amount from the work that 
is being done with malaria. So there are scientific interactions and 
partnerships that are done across diseases as well as all of the lo- 
gistic work that I have just talked about. 
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Mr. Bera. It sounds like this is a remarkable partnership, pub- 
lic-private advocacy. Is there anything that this institution, that we 
can do here as men and women in Congress to help continue to fa- 
cilitate this partnership? Or is there anything — obviously the law 
of unintended consequences sometimes hinders partnership. Is 
there anything that you would want us to do outside of increasing 
research funding? 

Admiral ZiEMER. The fact that you are calling for an update and 
having this hearing to support this U.S. Government foreign assist- 
ance program is evident to our global partners and the countries 
that we are working with. There isn’t an opportunity that goes by 
where I don’t pay tribute to the leadership, the bipartisan support 
of this Congress. It is critical. We need to political leadership and 
we need the funding. Everybody understands the constraints that 
we are currently under. 

So our pledge is that the funding that is appropriated to this pro- 
gram and our other health programs we are going to do everything 
we can to be transparent, accountable, and deliver impact that will 
convince the American people that their tax dollars are being wise- 
ly invested. When we show results, it is really kind of a no-brainer. 
They are going to say, I wish more money was going into programs 
like this. I hear it all the time. 

Mr. Bera. Great. Thank you. We will bring some of that com- 
monsense approach here to Congress as well. 

Mr. Smith. Thank you very much. 

The vice chairman. Mr. Weber. 

Mr. Weber. Well thank you, Mr. Chairman. 

A couple of questions for you: Of course you guys started with 
the valiant men and women overseas. What is the incidence of 
cases of malaria in our own armed forces? Is that up, down? Can 
you give me kind of a breakdown? 

Colonel Weina. Well, sir, we still suffer from malaria even 
though we have these interventions, principally because we do 
have troops that are going to be operating in areas in which they 
may not have expected to run into malaria. So they may not be on 
prophylaxis or it may be in the fog of war, if you will, in which they 
don’t have opportunities to protect themselves with the bednets. 
We have done interventions though that may help drive the num- 
bers down. As I said in my testimony, we have maybe 100 cases 
per year, yet that are still bothering us in the military. And we 
would sure like that to be down as close to zero as possible. 

So some of the things that we could do are to intervene where 
we don’t necessarily have to have the soldier involvement in it. A 
vaccine would be absolutely wonderful. But, in the meantime, we 
have situations in which, for example, the Army and the Marines 
now all of our battle dress uniforms are permethrin-treated from 
the factory. And that is a true improvement because now the indi- 
viduals don’t have to think about an intervention themselves. It is 
already there. Those types of efforts are going to help drive them 
down. It sure would be nice to have zero cases and not have to 
worry about malaria intervening like it did in 2003 in Liberia. But 
that is something we need to continually plan for and think about 
in the back of our minds. 
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Mr. Weber. Well, thank you for that, Colonel. I wasn’t here dur- 
ing the testimony. It turns out I don’t walk as fast as the chairman 
does. So I apologize if this is redundant. 

Malaria was pretty much eliminated in India, as I understand it, 
but now it is starting to come back. Speak to that if you would. 
Why is that? 

Colonel Weina. Yes. In India, in the 1960s, it was virtually elimi- 
nated from the entire subcontinent. Today they have actually in- 
creased the number of cases potentially up to 200,000 deaths per 
year. And it is fairly widespread. I have recently, over the last 
number of years, traveled in India to about 20 different cities. And 
from the rain forest all the way to the deserts, you can see patients 
lined up with malaria, and it is having a true impact. 

The reasons for that are pretty much the same reasons that we 
should remain vigilant and do remain vigilant here in the United 
States. We have a susceptible population. We have the vector 
present — the mosquito that can carry malaria — present throughout 
the United States just like they did in India. And all it takes is the 
reintroduction of the infection into the population and into the mos- 
quito population without an adequate response. We have been very 
fortunate that the CDC keeps a very, very close eye on this and 
has prevented any small outbreaks from becoming big ones like it 
has in India. But we remain vulnerable as long as there is malaria 
anywhere in the world. Certainly all it takes is somebody getting 
on a plane and 8, 10 hours later to be at one of our borders and 
potentially bring the disease back home. 

Mr. Weber. Okay. Thank you, Mr. Chairman. 

I yield back. 

Mr. Smith. Thank you very much. Mr. Meadows. 

Mr. Meadows. Thank you, Mr. Chairman. 

And thank you both. 

Admiral, thank you so much for being so candid with regards to 
your fiscal oversight and understanding the demands of where we 
are today. But also knowing that as a wise steward of that money, 
I take you at your word but also see it in your passion in your eyes 
that you are willing to invest that wisely. And I just want to say 
thank you, not on behalf of Congress but on behalf of the American 
people for doing that. 

I want to go on a little bit further and let’s talk about the dan- 
gers to our men and women in service. 

Colonel, if you could speak to that because really, when it gets 
down to funding, most people are only concerned about providing 
funding if it affects them. And that is a sad commentary, but that 
is the truth, the truth of the matter. 

So what I would like for you to do is help the folks back home 
understand, one, why do we need to be investing these dollars? 
What are the dangers to family members that may be serving over- 
seas? And perhaps talk a little bit about the reintroduction into 
some of these areas that we felt like were malaria-free, but now we 
are seeing that it has come back. Because, as you say, we are in 
a global, transient world now. So one disease in Vietnam showing 
up in America is just a few hours away. So if you could comment 
on that, please. Colonel. 
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Colonel Weina. Yes, sir. So the threat to our military, to our men 
and women that are serving in the uniform of our country is very 
much dependent upon where they happen to be doing it, where 
they happen to be serving at the time. If they are in an area, say 
in Iraq, we found that there was very little malaria, if any at all. 
And we really didn’t have much of a problem with malaria there. 
Certainly we do have a problem with it though in places like Af- 
ghanistan and in other areas in which we may be providing peace- 
keeping missions, for example, in Africa, in which there is a tre- 
mendous amount of transmission. As I have said, the disease, the 
parasite is very smart. No matter what we produce, no matter 
what we come up with, be it an insecticide or a drug, it is going 
to figure out a way to work around this and actually 

Mr. Meadows. So what you are saying is it mutates and changes 
enough where it can go against the technology that we have. 

Colonel Weina. Yes, sir. So we need to continually take a look 
at this. The reason it is important though and the reason we talk 
about global health is because — one reason is that as we work on 
these solutions for our soldiers, it has got a much broader impact 
and it has got a much broader unintended consequence of being 
able to help other individuals that have malaria. But on the other 
hand, if we reduce the amount of malaria and other infectious dis- 
ease threats worldwide, our soldiers serving in these areas are 
going to be at reduced risk as well and also the issue of making 
sure that we invest in decreasing the destabilizing effects of these 
particular diseases so that mayb^e we don’t have to have soldiers 
there in the first place because they are not unstable areas because 
of the fact that their health is better. 

Mr. Meadows. And so what you are saying is, part of the unrest 
is not just economic. It is health-generated, is that right? 

Colonel Weina. Well, health has an impact on the economy. If 
you are sick with malaria, you can’t work. If you can’t work, you 
can’t provide for your family. And there is this vicious cycle that 
happens. While we may not think about health as the very first 
thing in an unstable country, health certainly has some impact in 
the background. We just have to trace back to where that is. If you 
are able to work, I think most people want to work no matter 
where they are in the world. 

Mr. Meadows. Right. Let’s go back to this partnership that has 
been alluded to with both the pharmaceutical companies, with 
CDC, with NIH. Who takes the lead? How do we make sure that 
we are charging — you know in our military we have rank. So we 
know who we follow. In these partnerships, it becomes much more 
problematic to see who is taking the lead and who is making deci- 
sions. What are some of the successes there? And perhaps if you 
care to comment, what are some of the barriers to that? 

Admiral ZiEMER. Speaking from the PMI perspective, I appre- 
ciate the question a lot. But if you go back to the Lantos-Hyde bill, 
you will see that there were specific authorities and responsibilities 
given to how the program was to be established and run and man- 
aged and report back to you. 

Mr. Meadows. And are we following that? 

Admiral ZiEMER. Yes, sir, we are. And I would venture to say 
that that is one of the key reasons for the successes and the 
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progress that we are making. There are clear lines of authority and 
responsibility. And it also encourages and enables us to have an ef- 
fective interagency, collaborative, functioning program. So I would 
commend a review of that simple governance concept as we ask the 
question about partnership. 

Mr. Meadows. So you are saying it is a success? 

Admiral ZiEMER. In my view yes, sir. 

Mr. Meadows. So we need to repeat it throughout all other areas 
of Congress is what you are saying? 

Admiral ZiEMER. I would say it is a good reference depending on 
what outcome is desired. 

But on the global level, it is much more difficult. And there are 
collaborative bodies at WHO, partnerships. Stop TB, the Roll Back 
Malaria Partnership. At the Roll Back Malaria Partnership — which 
is meeting right now and I am skipping it because I am here — the 
Gates Foundation, the U.N. Foundation, Malaria No More, mul- 
tiple private sectors, the pharmaceuticals are there, the countries, 
the endemic countries, Asia, Latin America, and Africa are there 
along with the major funders, the Global Fund, the UK, and the 
U.S. Government. We are looking at the global challenge, looking 
at the plan, and having discussions about how we work together 
on a global partnership to move toward control, elimination, and 
one day eradication. So there are different mechanisms depending 
on where we are to enhance and to develop these partnerships. 

I would like to say that over the 6 years that I have been in this 
job, that program, those mechanisms have continued to mature and 
become more professional. And I spend my time by going to them 
because I think it is worth it, and we are able to influence and pro- 
vide technical as well as programmatic leadership to achieve com- 
mon ends. 

Mr. Meadows. And you would agree with that. Colonel? 

Colonel Weina. I would. From the standpoint of being in the 
military, of course, we do what we are told. I would like to think 
we are very good at doing what we are told and making the best 
with what we have. So the partnerships have been very good. 

Mr. Meadows. Do I have time for just two more questions, Mr. 
Chairman? 

Mr. Smith. Yes, sir. 

Mr. Meadows. I wanted to follow up with that then. 

From a legislative standpoint, you outlined some of the things 
that were good. And I am not asking you — unless you had some- 
thing on the forefront of your mind, to speak to this. But I would 
love to see if there is anything legislatively — tweaks, reporting, ac- 
countability — that we could provide to, you know, follow under the 
chairman’s leadership to address by Congress. Is there anything 
that comes to mind? And if not, if you could have your staff work 
on that and report back to the committee. 

Admiral ZiEMER. Sir, I think that is a great question. I would 
like to come back to you with the specifics, depending on what you 
would find helpful as you look forward to fulfilling your responsibil- 
ities. But I think it is worth time to continue looking at that. And 
we will get back to you, sir. 

Mr. Meadows. And then my last question. It really gets back — 
I think we are in clinical trials, in the third clinical trials in terms 
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of a vaccine. And having seen that, that is a hopeful sign if we are 
getting to stage three clinical trials. My question is, how do we look 
at the severity? Because I think you mentioned in your testimony 
the severity of those. They are 5 months to 17 months old. How do 
we measure quantifiahly the success of that? I mean it is very dif- 
ficult when we have children to figure out, you know, if pain is on 
a scale of 1 to 10 because they won’t rate it out. How are we doing 
that? 

Colonel Weina. One of the ways of assessing severity when it 
comes to malaria is actually pretty simple because severe malaria 
is a disease — although we have very uniform and very stringent 
criteria that we need to follow, I think it is real simple. If you can’t 
take water, if you can’t swallow things, if you can’t take a pill to 
treat the malaria and you need an IV treatment, that is pretty se- 
vere malaria. And the outcome measure is unfortunately very easy 
to measure, and that is death because once they start down that 
circle of having severe malaria, it takes some extraordinary meas- 
ures — 

Mr. Meadows. So primarily through dehydration or 

Colonel Weina. There are a number of different mechanisms. 
Sometimes through pulmonary malaria, sometimes through cere- 
bral malaria, there are a variety of different ways. But typically 
with children, it is because of anemia. 

Mr. Meadows. I thank the chair’s indulgence. I would also ask 
if you could for the record address if there are any 
nanotechnologies that we are using in terms of clothing, netting, 
and so forth that might be out there or at least hopes in terms of 
future research, in terms of nanotechnology. 

And with that, I yield back, Mr. Chairman. Thank you. 

Mr. Smith. I thank the gentleman. 

Mr. Stockman. 

Mr. Stockman. Thank you. 

I don’t know who could answer this question. But I think I was 
watching Frontline or one of those shows. And they talked about 
the Chinese counterfeiting malaria medication and how that im- 
pacts and creates resistance to malaria. And that is kind of a big 
elephant in the room. As we are spending millions, in some cases 
hundreds of millions of dollars developing a new drug, they are out 
there emulating and making fake copies of it. And as you take the 
pill and you stop taking it, of course, that is how the resistance 
builds. I guess I am asking, have you guys addressed that issue on 
how to stop the counterfeit? 

Admiral ZiEMER. Sir, it is a global issue. It has a lot of visibility 
and attention. I know it is a priority for the State Department 
right now. It is a matter that we are very concerned about because 
people that are sick with malaria taking counterfeit, fake, or un- 
safe drugs are going to continue to get sick and die. So it is not 
only a health issue, but it does beat resistance, and it really is a 
concern to us in terms of how it manifests itself in the resistance 
of the parasite. 

But on the criminal side, it is a high priority, and we are work- 
ing with our governments and criminal agencies to take appro- 
priate action. But we have got to stay at it at multiple levels, diplo- 
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matic, technical, and at the country level, where these drugs are 
being regulated, are not regulated, purchased, and distributed. 

Colonel Weina. There are actually two issues with that par- 
ticular question, sir. One of them has to do with actually counter- 
feit ones in which they are trying to sell them for other manufac- 
tured ones so that they look the same. Typically they don’t just put 
sugar pills in. Typically what they do is they add just enough of 
the drug there, so if somebody were to test it, they would detect 
a level of drug. 

Mr. Stockman. That is even worse, too. 

Colonel Weina. And that is even worse because what it does is 
it feeds into providing a low level exposure of that drug to the 
parasite so it kind of helps them learn how to become resistant. So 
that is a problem. But there is also a problem of poor quality drugs. 
And one of the hallmarks and one of the reasons why people love 
the U.S. medical machine, if you will, is because of the fact that 
we have good quality products that are available, manufactured 
under good manufacturing practices and tested under good clinical 
practices. And quite often, we compete with other countries that 
may produce a drug under different standards. They can sell it for 
a cheaper amount and, therefore, it becomes used. So quite often 
what happens is that we need to make sure that we look at, for 
example, the technical ways and the legislative ways and the diplo- 
matic ways of making sure that we are using not just good quality 
drugs and that everybody is kind of following the same standards 
when it comes to that but also trying to make sure that we ferret 
out and get rid of these counterfeit drugs. 

Mr. Stockman. The implication in the program was is that there 
is a staggering amount of fake drugs out there. Do you have any 
way of quantifying how much is fake and how much — I mean do 
you guys ever sample it? Because they showed a package and you 
couldn’t tell the difference. It was stunning. And it looked like an 
American-produced product. But they are implying that there was 
a lot of it out there. Is that quantifiable? Do you guys trace that? 

Colonel Weina. We aren’t ourselves particularly following that. 
But there are a number of different organizations that take this on 
and really do a wonderful job of finding out exactly how much is 
out there. It is worthwhile for them because instead of the $60 that 
they could reap for it, it may only cost them pennies to make it. 
So they get quite a bit of profit as opposed to ours. 

Mr. Stockman. Do you know who those folks are so we can have 
them before our committee? I feel like what we are doing is we are 
competing against ourselves. We are throwing millions of dollars, 
which is what we want to do because we want to save lives, but 
at the same time if somebody is in the boat drilling holes, it would 
be nice to stop that person from drilling holes. So if you have some 
experts and if you could get with the chairman and let us know, 
I would love to hear their testimony on exactly how big this prob- 
lem is because if we constantly are competing against ourselves 
trying to produce new stuff, and then they emulate it and then, 
like you said, the organ gets a little bit of it and adjusts again, 
then we will be in a never-ending — we are chasing our tail. But do 
you know the individuals that would have that information? 
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Colonel Weina. I don’t have that information right in front of me 
at this moment. But I do know that there are several — again, sev- 
eral organizations that are following that quite closely and there 
are congresses that meet, international congresses because this is 
an international problem. It is not just here in the United States. 
And they follow this very closely. They try and track down where 
these are. But finding the actual individuals or the actual country 
that is producing it has proven quite illusive. 

Admiral ZiEMER. We do have some information. But I think what 
I would like to do is go back, look at our files and then get back 
to you specifically to make sure we can answer the questions that 
you have and share what we have. Okay. 

Mr. Stockman. I am trying to remember. I think the show was 
“Malaria.” It was really fascinating. I can’t remember. 

The other question I have, if I may, we eliminated malaria here 
and a lot of us see the film clips of it, how we eliminate it. And 
no one ever wants to talk about it. But it was very effective. It was 
how it was eliminated in India and a lot of places around the 
world. 

And now with atomizing our DDT, you cannot have the impact 
on the environment that we had in the 1950s. And I remember you 
see the film clips of kids just covered with DDT. My brother was 
one of them, and he turned out, I think, fairly normal. He might 
disagree politically at times. But he is okay. And then I see the sac- 
rifice. I know we have to trade off a balance. 

But your heart goes out to these young kids who don’t have the 
same protection we had. And I don’t know if there is really a trade- 
off where we should maybe — ^because of technology now — reintro- 
duce that product because it could save — some estimates — millions 
of lives. And I would like to see it reintroduced under the con- 
trolled situations where we can make the molecules much smaller 
through atomizing the product. 

Admiral ZiEMER. Sir, there are 12 approved insecticides on the 
WHO-approved list. DDT is on the list. And we were using DDT 
in three of our programs. We switched off of DDT because there 
was a resistance developing by the mosquitoes. So we alternate it 
to pyrethroid or another effective insecticide. So the issue of DDT 
is front and center, but I think what we need to do is continue to 
focus in on effective, safe insecticides that are approved and then 
look at the best application based on resistance, protocol, and the 
data that we have. 

Mr. Stockman. I also noticed they are taking — and indulge me 
a little bit, and I will yield back the time. But aren’t they taking 
mosquitoes and injecting them so they don’t bear other mosquitoes? 
I guess birth control for mosquitoes, which is kind of amazing. RU- 
486 for mosquitoes. 

Colonel Weina. We do have a number of very innovative strate- 
gies that are being developed by our entomologists that look at 
doing things besides insecticides, because we do know that, just 
like the parasite is going to be able to develop resistance to our 
drugs, the insects develop resistance to our pesticides and eventu- 
ally will overcome the ones that we have available to them. So we 
need to be thinking, as it has been said, outside the box and to 
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other strategies, which include sterilized mosquitoes that are able 
to decrease the burden of the vectors that are present. 

Mr. Stockman. And lastly, my father used to do this. He was a 
zoologist, and what he used — I don’t know if you can do this — he 
used vegetable oil on still ponds. As the larvae comes up to get air 
and then gets vegetable oil. Is that something that you can use 
widely? 

Admiral ZiEMER. Larvaciding is an option. 

Mr. Stockman. You are being diplomatic. 

Admiral ZiEMER. Yes, sir. But it is an important one because 
where we work, the application of larvaciding by WHO guidelines 
isn’t the most costly, effective program. 

Mr. Stockman. I know they did it in Panama, too, right? 

Admiral ZiEMER. Yes, sir. So there are certain parameters that 
WHO says ought to be used if larvaciding is considered an option. 
In the countries where we are working, we are not even looking at 
it because of the places and the conditions would not make it a 
cost-effective intervention for prevention purposes. 

Mr. Stockman. Well, thank you for your candor and your time. 
You guys have been great. Thank you so much. 

Mr. Smith. Thank you very much, Mr. Stockman. 

Not to make light, but when Mr. Stockman was talking about the 
foggers, I grew up in Iselin, New Jersey. My friends and I, when 
we were 8, without our parents’ knowledge or consent, used to fol- 
low the foggers on our bikes. We were covered with the stuff. 

Mr. Meadows. Me, too, Mr. Chairman. That is our problem. 

Mr. Smith. That is when I decided to run for Congress. 

Thank you so much for your great witness today, your testimony, 
and above all, your leadership. It is so greatly appreciated. 

Admiral ZiEMER. Thank you. 

Mr. Smith. Pursuant to the rules of the committee, we will now 
have to end the formal part of the hearing and go officially to a 
briefing. It is part of the rules of the House and the committee, I 
should say, to receive testimony from Ambassador Mark Dybul. 

[Whereupon, at 11:54 p.m., the subcommittee was moved to a 
briefing.] 

Mr. Smith. I will welcome the Ambassador to the witness table. 
Ambassador Mark Dybul — and it is a very high honor to welcome 
him here today — is the executive director of the Global Fund to 
Fight HIV/AIDS, Tuberculosis and Malaria. As an immunologist, as 
an administrator, as a teacher and as a leader. Ambassador Dybul 
has worked for more than 25 years to help prevent and treat infec- 
tious diseases. 

Ambassador Dybul has written extensively in scientific and pub- 
lic policy literature. He is a founding architect and a driving force 
in the formation of the President’s Emergency Plan for AIDS Re- 
lief, or PEPFAR. I know — and I say this firsthand because I was 
very involved with that legislation — it was Congressman Henry 
Hyde, who was the prime sponsor. It was a bipartisan bill. But Am- 
bassador Dybul was absolutely critical in crafting that text, the 
language, the all important law and its reauthorization in 2008. So 
I want to thank him for that leadership. 

He was formally appointed as U.S. Global AIDS Coordinator, 
with the rank of Ambassador from 2006 to 2009. Before joining the 
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Global Fund, he was codirector of the O’Neill Institute For Global 
Health Law program at Georgetown University, where he was also 
a distinguished scholar. 

Welcome, Ambassador Dybul. 

STATEMENT OF THE HONORABLE MARK DYBUL, EXECUTIVE 

DIRECTOR, THE GLOBAL FUND TO FIGHT AIDS, TUBER- 
CULOSIS AND MALARIA 

Ambassador Dybul. Thank you, Mr. Chairman. 

It is a great privilege to be back before this committee in a dif- 
ferent role. Other members of the committee, thank you for your 
dedication and for being here. This committee, as I know firsthand, 
has had such long, strong bipartisan support for serving those in 
need. 

And Mr. Chairman, thank you for your leadership going back so 
long in this fight. And I know now you have new friends and col- 
leagues that will help support this effort with you. 

You have heard a lot of the data and information. So if it is ac- 
ceptable, I would like to enter my testimony for the record and 
highlight a couple of key points, including in response to some of 
the issues that have been raised. This is a very difficult financial 
time. We are very conscious of that. And coming before this body 
or any body, actually, around the world to ask for increased re- 
sources for foreign investment, we understand, is difficult to ask. 
And I think it is important to understand why we are doing this 
now. It is easy to say in these difficult financial times, we can wait 
3 or 4 years, 5 years, until we have better economic times and bet- 
ter budgets. The reality is that because of the massive investment 
of the last 10 years and because of advances in science and our un- 
derstanding of the diseases, we are at a critical tipping point in the 
history of malaria and HIV and tuberculosis. We now have the 
science and implementation understanding to actually end these 
diseases and public health threats and to put us in a position to 
ultimately eliminate them. 

We have never had this moment in history before. Malaria has 
been with us as long as history has been recorded, as long as we 
know. We are the generation. You are the leaders that can actually 
put us on the course to end this disease as a public health threat. 
And that is why it is so important to act today. And I will expand 
a little bit on that. 

The scientific advances, you have heard about: The new long- 
lasting insecticide treated nets, new indoor residual sprays, new 
treatments, much more effective combination treatments and even- 
tually a vaccine, which I will come back to. One thing we have not 
talked about is the success of the interventions to date leading to 
a new understanding in epidemiology of the disease. We have had 
so much success over the last 10 years, which you have heard 
about, that high-transmission areas are becoming much more con- 
fined. A good example is South Africa and Swaziland. They now 
have malaria only on their borders with Mozambique. Not too long 
ago, they had malaria throughout their countries. We see this over 
and over and over again. Because of the success of the interven- 
tions, we now have areas that are being more and more contained 
with high transmission, which allows us to target our interventions 
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much more effectively. We are also understanding that high levels 
of the parasite in the body are very limited in geographic scope. So 
we are now focusing our efforts on those areas. 

All of this has been made possible because of the experience of 
the last 10 years, because of the investments that have been made. 
We are now in a position to actually get for you a full return on 
that investment by completely controlling and ultimately elimi- 
nating malaria. If we succeed in what I just described, a partially 
effective vaccine would be enough in all likelihood. And that means 
some of the things the colonel talked about could be, in our life- 
time, available. If we control the infection to such low rates, to 
such inefficient transmission, then you don’t need an overly power- 
ful vaccine. And that is the opportunity before us. But we are at 
a tipping point. And tipping points can go in two directions. You 
can continue on the course you are on or you can tip backwards. 
And you have already talked about some of that tipping backwards 
that has occurred. We have extraordinary data for how quickly — 
especially in malaria — ^you can tip backwards from success. 

Zambia is an excellent example. It achieved fantastic coverage of 
interventions, significant declines in their infection rates. But be- 
cause of funding issues were unable to replace nets and imme- 
diately saw an uptick in new infections. We have seen the same 
thing in Rwanda and other places. And while you have talked a lit- 
tle bit about what happens when the malaria comes back, one 
thing that is important to emphasize is if you have protected a 
child for a few years and then they no longer have protection, it 
is almost worse than never having protected the child because they 
were never exposed to malaria. They have no immunity to malaria. 
So if they then become infected, their malaria will be far worse 
and, as the colonel described, can lead to the meningeal, pul- 
monary, and other fatal forms of malaria because they were pro- 
tected and became unprotected. 

And that is why the data the chairman mentioned on the inabil- 
ity to just replace nets is so striking and such an important moral 
issue for us. And that is why the Global Fund dedicated $450 mil- 
lion this year to reduce that gap from 77 million to 24 million 
bednets. But we still have some gap. And that is just to maintain, 
not to achieve the vision we talked about, to drive toward complete 
control. 

The bottom line of this is this is not a bottomless pit. This is not 
what we would have done for the last thousands of years in the 
fight against malaria. We are actually on the tipping point where 
today we can say we can completely control and ultimately end ma- 
laria in the world. But it is going to take resources. 

And in that regard, we are very grateful to Congress for the 2013 
budget. We know how difficult that was to maintain the financing 
for the Global Fund that allowed us to replace all of those bednets 
that otherwise we could not have replaced. We are very hopeful 
that the 2014 budget can meet the President’s request, which is 
similar to the 2013 budget. In fact, it is the same. And one thing 
I believe is important for you all to know is that your contributions 
to the Global Fund are leveraged two to one from other donors be- 
cause you can never give more than 33 percent. And we use that 
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to leverage two to one. So every $1 you give gets us $3 in the fight 
against malaria. 

As has heen mentioned, the Global Fund has committed about a 
third of its $23 billion portfolio to malaria. We work very closely 
with the President’s Malaria Initiative. We support the same com- 
prehensive approach. And more recently, we reorganized our struc- 
tures so that we are focused on the high-impact, high-disease-bur- 
dened countries in a much more aggressive way, the countries that 
you all have mentioned where most of the malaria resides. 

Partnership has come up a fair amount, and I would like to just 
say a few words about the close working relationship with PMI and 
others. One of the areas we are working aggressively — and to en- 
sure that when you go to the taxpayers, you can tell them the 
money is being used well — is to increase efficiencies. Last week, the 
Global Fund hosted with PMI and UNICEF a new round of nego- 
tiations on the price of bednets to drive the prices of the nets down 
by using our collective buying power. It is the first time that has 
been done, that we worked together to use that collective buying 
power to drive those prices down. 

A second example is to partner with the private sector and the 
U.S. Government through USAID. Yesterday, we announced a new 
innovative process that will allow us to more rapidly utilize the re- 
sources that you make available us to and to leverage the private 
sector’s capability of guaranteeing resources to do that. 

A third example and one that has come up is our work with PMI 
and other global partners in the Mekong Valley to address drug- 
resistant malaria. The Global Fund has committed $100 million to 
a regional partner there and has partnered with PMI and the tech- 
nical expertise of the U.S. Government and other partners to en- 
sure that our global investments are not threatened by the resist- 
ance that is developing there. 

A fourth example is to partner with national malarial control 
programs to move toward that use of the science, use of the epide- 
miology to make sure the resources you commit are most effective 
and dedicated where the highest risk of transmission is. A final ex- 
ample I will give you relates to counterfeit drugs. Mr. Stockman, 
you asked who is working on this. Actually the Food and Drug Ad- 
ministration is working very aggressively on this. And there are 
several other international partners, including the private sector, 
that are developing new technology so that we can identify counter- 
feit products in a very rapid way through international consortia. 
And the Global Fund is actively involved this those efforts, which 
is something that a multilateral can do. It is more difficult for 
bilaterals to engage in. 

I also want to point out that we are not just relying on you and 
your taxpayers for what we are talking about. Africa, itself, is step- 
ping up in dramatically new and exciting ways, as is India and 
parts of Southeast Asia. The African Leaders Malaria Alliance 
brings together the heads of State of Africa at that level to focus 
on malaria. And in part, as a result of that, last year alone and 
annually, $625 million came from countries themselves to fight ma- 
laria. So they are partnering with you with their own resources as 
well as their commitment. A good example is Zambia, which in the 
last 2 years has almost tripled the resources they commit to ma- 
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laria. The private sector is also in the game heavily, in part with 
the commodities they provide, in part because of the delivery sys- 
tems, but also with money. Chevron has provided the Global Fund 
about $55 million. Product (RED) is a partnership of CEOs and 
companies in the United States that provided the goal of funding 
over $200 million. The Bill & Melinda Gates Eoundation has pro- 
vided significant resources, and we are also targeting other high- 
net-worth individuals. So we are not looking to you all alone. We 
are developing financing partnerships that will relieve the burden 
on the American taxpayer in an exciting way. One of the reasons 
heads of state and the private sector are so involved is because of 
something that was touched on but not probed enough perhaps. 
And that is the impact of malaria on productivity. Nigeria alone es- 
timates that they lose over $3 billion a year in lost productivity be- 
cause of malaria. Globally, the estimates range as high as $40 bil- 
lion. And most people think those are significantly underestimated. 
And that is why the private sector has gotten engaged, because 
Chevron, for example, in Nigeria, was losing so much time in their 
offices and in their production facilities because of malaria. So it 
was good business to intervene. That is good for the United States 
to have a rapidly growing economy in Africa to be a buyer of our 
goods and services. 

So the opportunity before us is huge. The partnership that is re- 
sponding is huge. But the most important opportunity is, in fact, 
for the first time, which we could not have told you 2 years ago, 
we are on the cusp of completely controlling this infection and ulti- 
mately eliminating it. 

As it has been mentioned, we had malaria in this country. Eight 
United States Presidents have suffered from malaria, including 
Teddy Roosevelt and John E. Kennedy. John F. Kennedy of course 
was after 1951 when we eliminated it, but he served in Vietnam 
and came back with malaria. And as we talked about, that is a 
threat that is growing for us. 

CDC in fact was created initially largely to respond to malaria 
and is still deeply involved. We have now eliminated it in the 
United States, but there is a risk it could come back. And we have 
the opportunity — if we invest wisely, if we use taxpayer dollars 
well, if we continue this partnership — to achieve something that 
has not been possible for thousands of years and is possible today: 
To completely control this infection, ultimately to have more sci- 
entific advancements and to move toward elimination. And if we 
don’t do that, the cost in millions of lives is extraordinary. But 
more, the billions upon billions upon billions of dollars that you 
will continue to have to dedicate would not be necessary if we act 
today, if we act now. So we can leave for the first time a generation 
free of malaria that has not happened since recorded time in his- 
tory. What an opportunity. What an opportunity. If we maintain 
our resolve, if we work together, if we capitalize on new scientific 
advancements, collectively we can accomplish one of the greatest 
feats in history, to defeat a plague that has been with us for thou- 
sands of years. Now is the time to act. Now is the time to invest 
so that we don’t pay forever. Thank you very much for your atten- 
tion. I look forward to answering your questions. 

[The prepared statement of Ambassador Dybul follows:] 
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I would like to tliank the Chair, the Honorable Chris Smith, the Ranking Member, the Honorable 
Karen Bass, and the entire Subcommittee for the honor of speaking to you today about U S. and global 
funding in the fight against malaria, a disease that has been plaguing us for thousands of years, and 
continues, still, to impose a serious human and economic toll across the globe. In Africa alone, malaria 
takes tlic life of a child every minute. 

1 am here representing the Global Fund to Fight AIDS, Tuberculosis and Malaria and 1 would like 
to start by expressing my deep appreciation for tlic U S. government's steadfast, bipartisan support for 
malaria and global health, in general, and for the U S. Congress’s support, in particular. This 
Subcommittee. Chairman Smith, and many Members in both parties in Congress have been deeply 
involved in and impassioned about saving lives through the President’s Emergency Plan for AIDS Relief 
(PEPFAR), the President's Malaria Initiative (PMI) and the Global Fund - and the world has seen 
extraordinaiy^ progress from your investments, hi malaria alone, the estimated annual number of global 
deatlis has fallen by one-tliird over the last decade - from about 985.000 in 2000 to 660,000 in 2010 - 
even while the global population has growm. Thank you, tnily, for saving these lives and for your 
continued leadership and support. 

Now, I would like to turn to a discussion of U.S. investments in the Global Fund and what I see 
as the opportimities and challenges ahead of us in die continuing fight against malaria. The U.S. was the 
Global Fund’s first donor and, today, remains its largest. Last year, and with thanks again to the 
Administration and the U.S. Congress, the U.S. provided more than a billion dollars to support Global 
Fund programs and partnerships around the w-orld. With this and contributions from other countries, the 
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Global Fund proGded about S3.5 billion in 201 2 to the fights against HIV/AIDS, tuberculosis and malaria 
- including almost a billion dollars specific to malaria prevention, diagnosis and treatment. Global Fund 
programs currently provide 20% of the world's funding for HIV/AIDS, 80% of the world's funding for 
tuberculosis and, importantly, forfiiis hearing, at least half of the world's fiinding for malaria. 

In fact, tlie Global Fund, alongside PMl is the world's leading donor to malaria. Since its creation 
in 2002, Global Fund-supported malaria programs have distributed 310 million insecticide-treated nets 
worldwide, treated 290 million cases of malaria and provided 46 million indoor residual spraying 
services. More details on tins can be found in Appendix A of my testimony, which presents a table of 
Global Fund-supported anti-malarial interventions over the past five years. To date, the Global Fund has 
disbursed $5.2 billion to support malaria control efforts in 97 countries. 

Tlie Global Fund and PMl w-ork closely together to coordinate their efforts in-country and 
maximize their impact on tlic global malaria burden. PMl programs were conceived and designed, in fact, 
to build off of the in-country capacities supported by the Global Fund. Each entity has its own unique 
strengths, of course. Because the Global Fund does not have in-country technical staff, for example, it 
relics on PMl to coordinate and implement malaria activities and share information on the ground. 
Working hand-iii-glove, alongside other partners, the Global Fund and PMl are making significant 
progress and shrinking the map on malaria. 

When we talk about malaria, we should remember tliat malaria was once common right here in 
the U.S. hi fact, at least eight U.S. Presidents arc believed to have contracted malaria during tlicir 
lifetimes, including, most recently. Theodore Roosevelt and John F. Kemiedy. By the time of World War 
II, malaria had been eliminated in most places in the U.S. except tor certain pockets in the southern part 
of the coLUitry . During tlie w ar, a number of militm'y training bases were set up here - incidentally , an area 
infested with mosquitoes and rampant with malaria. To avoid spreading malaria to the civilian population, 
the U.S. government established the Malaria Control in War Areas initiative, which trained state and local 
health department officials in malaria control techniques and strategies. Borne out of this program, 
immediately after the war ended, was the precursor to today's Centers for Disease Control and 
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Prevention, then Icnowi as the Communicable Disease Center. Much of its early work was focused on 
control and elimination of malaria in the U.S. TTic CDC worked hand-in-hand witli otlier go^^crmncnt 
agencies and, together, the U.S. eliminated malaria inside its borders by 1951 . 

Today, as we focus our attention on other parts of the world still confronting this deadly disease, 
we should keep in mind diis important piece of U.S. history. Wlien this coimtiy faced malaria at home, 
the right blend of elements, including strong partnerships, political will, and aggressive public liealtli 
interventions, among others, led to its defeat. Undoubtedly, the circumstances under which the U.S. 
eliminated malaria and the tools it used to do so are markedly different from the circumstances facing 
parts of the globe where malaria persists today, as are the efforts required in these areas to eliminate the 
disease. But, it is still possible to eliminate malaria in these parts; w-e just need to bring the appropriate 
pieces together, including robust funding, strong political leadership, and the right set of scientific and 
public health inten^entions. Tlic world's fight against malaria has reached an historic inflection point. 
Scientific advances in anti-malarial treatment, prevention and diagnostics, coupled with current 
epidemiological data, and, importantly, the implementation knowledge gained by investments of the U.S. 
and other donors over the past 10 years have made it possible for us to stop malaria in its tracks. 

We now know that when a country attains 80 percent coverage for key malaria mteiventioiis in 
at-risk populations there arc significant health returns. Tanzania is a good example of a country that has 
had a dramatic scale-up of key malaria conttol interventions. Since 2008, it has seen a 47 percent 
reduction in malaria cases detected and a significant increase in insccticidc-trcatcd net coverage, witli 91 
percent of households in the country now owning at least one net. The scale-up of malaria control 
interventions has led. in part, to a 45 percent reduction in all-cause mortality among children under five 
between 2000 and 2010. So when a counfiy' has a well-resourced and implemented malaria control 
program, it can achieve astounding results. 

Through the concerted efforts of the countries, supported by the Global Fund, PMT and other 
partners, scalc-iip of such malaria control efforts has occurred ^ross the globe. Preventative interventions 
like insecticide-treated nets and indoor residual spraying have been implemented w orldw ide. [Please see 
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Appendix B: Insecticide-treated Net Coverage in Sub-Saharan Africa, 2002-201 IJ Tliere have also been 
vast improvements in diagnostics, including the advent of rapid diagnostic tests, which now allow’ health 
workers to test and treat patients quickly and identify parasite-negative patients for whom another 
diagnosis must be sought and treated accordingly. First-line anti malarial mono-thcrapics have been 
replaced with liighK effective combination Iberapies. which has helped to stimip the serious and ongoing 
threat of drug resistance. Moreover, key interventions have decreased in unit costs by 30 to 40 percent. 
Altogether, the recent increase in delivery of key interventions, like insecticide-treated nets, means vve are 
reaching levels in coverage that should lead to significantly reduced mortality and morbidity rates from 
malaria. 

But recent history shows us that if wc take our foot off the pedal, malaria incidence has the 
potential to rebound. We have seen this first4iand in Zambia. From 2006 to 2008, Zambia made 
remarkable progress in scaling up coverage of malaria interventions, including roll-outs of insccticidc- 
treated nets to several provinces, primarily through antenatal care clinics and mass distributions, There 
followed a visible reduction in the burden of malaria. Between 2008 and 2010, however, the country 
experienced a resurgence of malaria in some areas, most notably in the Eastern, Luapala and Northern 
provinces. Tlie likely explanation for the resurgence is that an intended, large influx of new insecticide- 
treated nets did not occur because of reduced funding and delays in procurement and implementation 
support. Meanwhile, tlie provinces in Zambia that did receive the ma.iority of nets experienced decreases 
in levels of malaria. In 20 1 1 , the Global Fund used an emergency procurement mechanism to address the 
coverage gaps and sent nearly 2.3 million insecticide-treated nets to tlie Eastern, Luapala. and Northern 
provinces in Zambia. The situation in these areas has started to improve. Tlie Zambia example highlights 
the very real danger in taking our foot off tlie gas pedal and the need to continuously maintain robust 
funding to sustain the gains that have already been made. 

Net replacement is one specific example of a concrete financial need to maintain malaria 
coverage. The World Health Organization estimates that 150 million insecticide-treated nets are needed to 
protect all populations at risk of malaria in sub-Saharan Africa each year. Tliese nets have an average 


4 



50 


useflil life of two to three years under field conditions. Though this coverage level was essentially met 
between 2004 and 2010, in 2011, only 92 million nets W'crc delivered by manufacturers, largely due to 
funding constraints. Similarly, in 2012, only 66 million nets were procured. Thus, in Fcbaiaiy of this 
year, tlic Global Fund, tlic World Hcallii Organization and other partners estimated tliat approximately 77 
million nets will be needed to maintain coverage for communities that the Global Fund had previously 
protected, requiring approximately $450 million in funding in 2013 and early 2014. Without tliese 
replacements, entire populations and especially their children would be in jeopardy of dramatic malaria 
resurgences and death. 

Accordingly, the Global Fund is in the midst of a big push to replace insecticide-treated nets in its 
new- and interim fimding grant streams, along with bolstering diagnostic and treatment needs. I am also 
pleased to report that there has. over time, been increased domestic spending on malaria control by 
recipient countries. Tlic World Health Organization reported that in 2011 total domestic spending for 
malaria in the Americas and Africa had increased to an estimated S 625 million, and there continues to be 
an up-tick. Zambia, for example, put $24 million of domestic funding in its 2013 budget for malaria 
dnigs, an increase from the level reported by the WHO in 201 1. 

The global community has more work to do, however. Malaria partners have recently determined 
that the overall 2013-2015 funding gap in getting to near-zero dcatlis from malaria - including needs for 
commodities, management, communications, and monitoring and evaluation - is approximately $3.5 
billion, witli an almost-$400 million dollar gap in providing essential commodities, like long-lasting 
insecticide-treated nets, artemisinin combination therapy drugs, and rapid diagnostic tests. Additional 
resources from the U.S., from increases in domestic resources and from other sources arc necessary^ to 
maintain the remarkable results achieved so far and make flill use of the new- science and proven 
intcr\’entions- 

Tlic world currently faces an important choice; accelcr^e progress made or lose momentum, 
which means increased rates of malaria and not yielding the full return on in\^cstmcnts of the past decade. 
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At present, our current tools remain reinailcably effective in most settings, but resistance to artemisinins - 
the key compounds in artemisinin-based combination therapies - has been detected in four countries of 
South-East Asia and mosquito resistance to insecticides has been found in 64 countries around the world. 
E\^cn tliough such resistance has not yet led to operational failure of malaria control programs, urgent and 
intensified efforts are required to prevent a future public health disaster. And if it gets to tiiat point, we 
may not have the resources or tlie science to control it. The reality is “invest now, or pay forever.'' 

The Global Fund, working with PMl and other partners, is better positioned than ever to help 
accelerate progress on malaria and target those areas most impacted by this disease. Over a year ago, the 
Global Fund launched a series of U.S.-driven reforms that focused on making the Global Fund a stronger, 
more efficient health financing institution. A product of the reforms, the new fiinding model that w-as 
recently launched is designed to direct resources to areas of the world most affected by the three diseases. 
In doing so, the Global Fund can leverage proi-cn iiitcri cntions and current epidemiological data to 
achieve greater impact: it can also achieve maximum value for money from the U.S. and other donors at a 
time when global economies and budgets remain significantly constrained. 

Within the initial transition of the new funding model, the Global Fund will commit over S5()() 
million of the $1.9 billion in available funding to malaria control efforts. There is a major emphasis on 
insccticidc-trcatcd nets, but as we well know, malaria control encompasses much more than sustained net 
replacement. Consistent with this. Global Fund resources will be directed to all tlie key interventions, 
including indoor residual spray ing and improv^cd malaria case management, including diagnostic testing 
cuid treatment with artemisinin combination dierapy. The Global Fimd will also target resources at 
inteniiitteiit preventative treatment of malaria for pregnant women and seasonal malaria 
chemopreventioii, as well as supportive interventions like monitoring and evaluation, program 
management, and behavior change and communication. The Global Fund estimates that $14 billion is 
needed in total resources between 2014 and 2016 to support global malaria control efforts. If fully 
resourced, the w-orld can avert 1 96,000 additional deaths each year between 20 1 4 and 20 1 6 through these 
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investments. Without these investments, however, we risk a malaria resurgence similar to what we saw in 
Zambia. 

To achieve greater results in a tight budget environment, the Global Fund, through the new 
funding model, is also engaging more proactively in how it directs its resources: it is identifying problems 
cuid/or opportimities for high-impact and tackling them head on. Tliis is entirely consistent with tiie tw o 
malaria-focused regional initiatives it is currently undertaking; one in Mesoamerica and Hispaniola tliat is 
focused on malaria elimination and one in the Greater Mekong sub-region that is aimed at artemesinin 
resistance. 

Tlie regional initiative in Mesoamerica and Hispaniola has obvious implications for the U.S. 
because of the close proximify’ in which the 10 countries this region comprises lie geographically. As a 
world health commiinify-. we must recognize that malaria is a global emergency that knows no borders, 
Tlicrcforc, eliminating malaria in these 10 countries not only helps this region achieve an important 
milestone, but it also helps to protect the health and safefy' of people in the U.S, 

This regional initiative, and its focus on elimination, is also particularly well-timed because 
malaria rates have fallen in nearly et’cry- country in this region - often dramatically, Much of the region 
has already met tlie Millennium Development Goal for 2015 of reducing the number of diagnosed cases 
by 75 percent, and three countries ha\-c officially entered the prc-climination phase. Of course, in some 
areas there is still a long w ax to go. But for many countries m this region, malaria elimination is entirely 
within reach. 

To build on this momentum, the Global Fund is dedicating $10 million to tliis new regional 
initiative, with the hope of helping countries close to malaria elimination achieve that goal once and for 
all. In 2011. the Pan American Healtli Organization, together witli donors, technical e.xperts and other 
stakeholders, laid out a multiyear plan for malaria control in the Americas. At the same time, a regional 
plan in Mesoamerica and Hispaniola was in development, as were countiy -level plans to fight the disease. 
The Global Fund led regional malaria initiative will, therefore, leverage activities already taking place at 
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the counts level, as well as regionally, and act as a catalyst, building upon progress already made and 
scaling up tlic efforts significantly. 

In June, all 1 0 countries in this region will gather to craft the concept note for the initiative. This 
document will lay out the roadmap for malaria elimination between 2020 and 2025 . It will look at what is 
needed to achieve tliis goal from a political, technical and countrx -coordination perspective before it is 
submitted to the Global Fund to review, approve of and disperse a potential $ 1 0 million grant. 

The Global Fund is also try ing to tackle tire serious threat of malaria drug resistance through the 
new funding model. The Regional Artemisinin Resistance Initiative in the greater Mekong sub-region 
aims to help catalyze a coordinated response among partners to a ma-jor global threat to malaria control 
and to the Global Fund's investments over the last decade. The Global Fund has committed $100 million 
to this multi -country, multi-partner effort and will work with PM I, which already has a strong presence in 
this region, 

As the Executive Director of the Global Fund, I am firmly committed to overseeing the continued 
implementation of these regional malaria initiatives under the new funding model, as well as other 
reforms that are allowing the organization to shift from an emergency response to one of long-term 
sustainability. Armed with these changes, the Global Fund, along with PMI and other partners, have a 
historic opportumtv' to stop malaria and save millions of lives from this devastating disease. 

I will need the continued support of the U.S. government and other donors to fully realize this 
goal. Because, while malaria is treatable, preventable and curable, millions of people still die each year 
from this disease, principally children under the age of five in sub-Saliaraii Africa. I think we ctui all agree 
that no child should die for lack of a $I insecticide-treated net, a $1 rapid diagnostic test kit, or a $7 drug 
treatment regimen. 

As you know, the Global Fund is in the midst of a big international push on its Fourth 
Replenishment. We are profoundly grateful that the U.S. contributed $4 billion to the Global Fund during 
the last replenishment cycle from 2011 to 2013, including $1.65 billion in the Fiscal Year 2013 
continuing resolution. We thank Congress for its support for the Global Fund and we are encouraged by 
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the Administration's recent request of $1 .65 billion for Fiscal Year 2014. However, we are mindful that 
funding requests from the U.S. beyond Fiscal Year 2014 will depend largely on other donors stepping up 
to match the U.S. investment at least 2/3 to 1/3 over the course of the 2014 to 2016 replenishment; 
increased domestic investments by implementing countries during this same period; and tlie Global 
Fund's continuing implementation of its ambitious reform agenda. 

We have reached a critical moment in historx where we can see the end of malaria deaths. By 
investing now, the U.S. can help lead the world in shrinking the map on malaria by accelerating scientific 
progress and directing resources to people most impacted by this disease; however, if we lose momentum 
now, it will require even more costly investments to get back on tr^k. 

1 would like to thank Chairman Smith. Ranking Member Bass, and the entire Subcommittee, 
again, for the honor of speaking with you today. I am now happy to answer any questions you may have. 
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APPENDIX A 


Tlic tabic below shows the growth of results due to key mtcr\^cutions for malaria for Global Fund- 
supported progrtuns througli 2012. 





Insecticide-treated 

nets distributed 

310 million 

230 million 

46 million 

Malaria cases treated 

234 million 

187 million 

44 million 

Indoor Residual 

Spray 

46 million 

43 million 

6 million 


Source: The Global Fund, 2012 
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APPENDIX B 


Insecticide-treated Net Coverage in Sub-Saharan Africa, 2002-2011 



Source: The World Health Organization, 2012 
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Mr. Smith. Dr. Dybul, thank you very much for your testimony 
and for your leadership. 

Your testimony is quite extensive. And I do hope that all mem- 
bers of the subcommittee, and the full committee as well, will read 
it, because you really lay out even more than what you have just 
done very well in your oral presentation. 

You point out that we can all agree that no child should die for 
lack of a $1 insecticide-treated net — and I think that very low cost 
is under-appreciated. People don’t realize how cheap it really is: A 
$1 rapid diagnostic test kit and $7 drug treatment regimen if, of 
course, the child is sick with malaria. 

You talk in your testimony about the $3.5 billion gap. And I am 
wondering, in addition to the United States, and I frankly think we 
should do more, and I know maintaining current levels with the 
crisis in the budget that we face is job one, but certainly if we could 
go above that, obviously that is all value-added? What other coun- 
tries are really stepping up to the plate? And, as you pointed out 
in your testimony, some of the affected countries, like Zambia, are 
doing more, which is greatly appreciated because they have re- 
sources, and they are prioritizing those resources. But what other 
countries typically in Europe and elsewhere are really stepping up 
to the plate? 

Ambassador Dybul. Thank you, Mr. Chairman. 

And I think it is a really good question because it really does em- 
phasize that the U.S. is not going it alone. The U.S. leadership has 
been out in front since the beginning of this fight on malaria. But 
it has not had to go it alone. So the Global Fund, as I mentioned, 
is a multilateral institution. We are not part of the United Nations. 
Actually, we are an independent multilateral. And we were created 
that way so we would have more flexibility. And through that 
mechanism, we have a board, which has the major contributors and 
countries represented on it. The United States is, by far, the larg- 
est single contributor to the Global Fund. But as I mentioned, you 
can never give more than 33 percent. And that leverage is two to 
one from others. Other countries that are large contributors: 
France is the second largest contributor to the Global Fund; the 
United Kingdom is the third. The United Kingdom also has a large 
bilateral program with a big emphasis on malaria. So they also 
have bilateral efforts in addition to their contributions to the Glob- 
al Fund. Japan, Germany, Sweden — pretty much all of the Nordic 
countries have participated to very high degrees. We even have 
countries like Russia contributing to the Global Fund. India pro- 
vides a contribution. Thailand provides a contribution. So it really 
is a way to have a shared responsibility, a global response to these 
epidemics. 

But importantly, as you pointed out, African countries them- 
selves — South Africa not only receives grants from us, they actually 
provide a gift to the Global Fund. Zambia is considering such a gift. 
Namibia provides a gift to the Global Fund. So, at the same time 
they are moving to fund their own domestic programs, they are try- 
ing to contribute to the broader effort globally. So it really is a 
shared responsibility. 

I would also like to mention again the private sector contribu- 
tions, which are critically important: The Gates Foundation, Chev- 
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ron, Product (RED). You are in there as a leader. But you don’t 
have to go it alone. And we work very hard to ensure that your 
money is matched two-to-one. 

Mr. Smith. Let me just ask, on the insecticide-treated bednets, 
you have suggested that 77 million nets are needed just to get back 
where we were — especially because some of the nets wear out after 
a 2- or 3-year useful life. 

The WHO says that to have complete coverage, we need 150 mil- 
lion such nets. Where are we in terms of actually getting to those 
numbers? And secondly, had President Bush not created the Presi- 
dent’s Malaria Initiative, or the PMI, where would we have been? 

Ambassador Dybul. So in terms of what is needed to get to that 
complete control we talk about, that is where the $3.4 billion gap 
comes from. If we are really going to contain the epidemic, if we 
are really going to get to that full control so that we can with a 
partially effective vaccine eliminate malaria, or at least eliminate 
it as a public health threat, we have the knowledge today, that is 
what that $3.4 billion would do. The 150 million nets a year is real- 
ly to maintain. And we are not at universal coverage yet. We have 
a little bit to go. And we also need indoor residual spraying. We 
also need to treat people who do get malaria which actually con- 
tributes as a preventive tool as well because you reduce the 
parasitemia. And that is where the $3.4 billion would fill in and 
allow us to contain. 

Again, I know that sounds like a lot of money, and it is a lot of 
money. But the opportunity cost not to invest today is to actually 
lose the return on investment of what you have invested for the 
last 10 years because, again, we are at that tipping point. And we 
can either continue to work to get to complete control or we can 
slide back down, in effect losing some of the return on invest- 
ment — obviously not all of it since we have saved millions of lives. 

President Bush’s leadership was extraordinarily important. The 
President’s Malaria Initiative has had a significant impact and 
really with the Global Fund and the UK’s program are the major 
external funders, along with increasing domestic contribution, in 
the fight against malaria. But again, everyone is getting in the 
game, but it takes leadership to cause that effort. 

Prime Minister Blair was actually a tremendous leader and 
worked closely with President Bush at Gleneagles, and the UK will 
be hosting the follow-on to the Gleneagles G-8 Summit this year. 
And we are hopeful that they will recognize the importance of this 
partnership through the G-8, going back to that Gleneagles, when 
President Bush and Prime Minister Blair were in office, that has 
led to where we are today with success in malaria. 

Mr. Smith. Thank you. I do have other questions, but in the in- 
terest of time, I yield to my good friend and colleague Mr. Weber. 

Mr. Weber. Thank you, Mr. Chairman. 

Mr. Dybul you said that Swaziland had almost eliminated ma- 
laria, only had it in some areas on their border with Mozambique, 
I think. How did they do that? 

Ambassador Dybul. And South Africa is the same. And they did 
it through a strong national program with external financing and 
all the partners working together with a common objective to get 
to complete control. And so with long-acting insecticide-treated 
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bednets, with available treatment, with the correct treatment, the 
effective treatment, they were able to push it out so that it is real- 
ly — ^because of the border, mosquitoes don’t much follow geographic 
borders. They go wherever they want to go. So it is a very impor- 
tant issue because we are seeing this happen in country after coun- 
try, where they are actually managing the infection in their own 
countries, but it is the bordering regions. So we are shifting to an 
approach that looks like a cross-border transmission and cross-bor- 
der control so that we can do that. 

But it really was through what we have been talking about, and 
you have been talking about all day, using the science, using the 
advancements in interventions, getting the ground game so that 
you get the coverage rates, using faith- and community-based orga- 
nizations and make sure people are sleeping under the nets and 
that people are accessing services and having a national strategy 
and a national approach. 

It is not just these two countries. Right now, Tanzania has had 
a 50 percent reduction. They have had 90 percent coverage of their 
bednets. They have had a 50 percent reduction in mortality and 
case detection and almost a 45 percent reduction in all caused child 
mortality because malaria contributed so much. So many countries 
are pursuing this effort. And what we know now is if we act in this 
coherent way, if we use all the interventions smartly, we can actu- 
ally get to complete control. 

Mr. Weber. Let me ask you, are you able to quantify, when you 
look at that country, are you able to say the program cost X, they 
poured X amount of resources into it and their incidents went 
down, is that quantifiable? 

Ambassador Dybul. It is. It is. In fact, we have those data for 
you. We have the total dollar amount and we have the total impact. 
What we are doing now is actually combining all the spigots of 
funding. So what we have done in the past is look at what the 
Global Fund invested, look at what PMI invested, look what the 
country invested. What we are now doing is taking a country look 
and saying what should that cost be to actually achieve those re- 
sults? And again, working with the U.S. Government to get the 
cost of the nets down, getting cost of the supply down, so I think 
what you are getting at is exactly right. We now have the knowl- 
edge of how much it should cost and to drive the cost down even 
further. 

Mr. Weber. All right. And then final question, Mr. Chairman, 
my colleague Mr. Stockman, had asked the previous panel could 
they give us the names of witnesses who knew who was doing the 
counterfeiting, and let me just say, tongue in cheek, we don’t nec- 
essarily need those names. We need the names and the addresses 
of the counterfeiters so we can send Igor and Bruno over there with 
a No. 34 baseball bat and break their kneecaps. 

Are there such a thing as sanctions? Or when you identify a 
country that has that kind of counterfeiting going on, is there a 
database that says this country has been participating, and is there 
such a thing as — how do you sanction them? 

Ambassador Dybul. It is rarely a country. It is usually people 
working within a country, and often 
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Mr. Weber. But if you were able to get with that government 
and say you-all need to shut this down. 

Ambassador Dybul. Which is exactly where it is going. And 
INTERPOL is actually actively involved in global counterfeiting 
with the FDA and others exactly for that purpose, so that people 
can begin to identify where people have refuge to do counterfeit ac- 
tivities, to track them with new technology, and then work collec- 
tively as an international community to shut them down. 

Mr. Weber. And so INTERPOL takes the information. There is 
a particular provider of medicine that is sending counterfeit drugs 
in and they can track that back and are keeping a database who 
not to buy from, for example. 

Ambassador Dybul. It is being developed. These programs are 
being developed because everyone has gotten so much attention for 
it. To Mr. Stockman’s question, I think if you brought FDA in, they 
could give you a very full picture because they are very aggres- 
sively and actively involved in all of these conversations, and using 
these new handheld technologies where we can identify counterfeit 
and trace it back. 

Mr. Weber. Okay. Thank you, Mr. Chairman. 

Mr. Smith. Thank you. 

Mr. Meadows. 

Mr. Meadows. Thank you, Mr. Chairman, and thank you for 
your testimony and briefing, and I wanted to follow up a little bit 
in terms of, you know, you mentioned the Global Fund and I think 
you implemented a series of reforms, you know, due in part to a 
response from Congress. And as you have implemented those re- 
forms, how would you say those have progressed since, you know, 
your leadership and what is still left to be done? 

Ambassador Dybul. Thank you for the question, because I think 
it is very important and really is a testament, in my mind, and the 
reason I was so interested in going into the Global Fund it that it 
is a true learning organization. It really looks at itself constantly 
to say how can we improve, how can we do better and let’s change, 
and as we all know, that is not a typical approach in organizations. 

Mr. Meadows. Right. 

Ambassador Dybul. And that is one of the most exciting things 
about it. So the reforms are really an evolution from looking to see 
where we are today, what the landscape looks like and how do we 
implement more effectively with higher impact. So some of the key 
things that have been done, and again, the board — the U.S. being 
an important member of the board and the U.S. Congress pushing, 
really — the board itself pushed for these reforms, and how rare is 
that that you have a governing body pushing for this type of 
change? Because often we think change means you made a mis- 
take. Sometimes change is good because you are learning. 

One of a few things we learned was that we didn’t have the 
right — we don’t have as much focus on high-impact grant manage- 
ment as we needed to and so we shifted so that now 75 percent of 
our staff is dedicated as a financing facility, which is what we are, 
to grant management, because that is our core business. And we 
are identifying what our core competencies are and partnering 
more with other organizations, which is what we were created to 
do for technical and other purposes. 
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Mr. Meadows. And so if you are looking at that grant manage- 
ment, what matrix do we use in terms of, one, the awarding of the 
grant, and then I guess the second part of that is the effectiveness 
once the grant has been given, what is the matrix, the area? 

Ambassador Dybul. So the matrix for how grants are given are 
based on disease burden, because that is where the impact is going 
to be. Co-investment is a key part of our — how we make 

Mr. Meadows. So the better co-investment, the more likely they 
are to get to the grant? 

Ambassador Dybul. And also a requirement for co-investment is 
based on economic situation. So even if you have a high disease 
burden but have a good economy, you need to be giving more, and 
we work on that in a formalized way as part of the grant-making 
identification. 

Mr. Meadows. And there are no other political agendas or side- 
bars that evaluate it. 

Ambassador Dybul. No. Well, the other is ability to implement 
in terms of rapidity. We don’t want to dedicate money and put it 
in a country when they don’t have the capacity to move it. And 
then we have a risk management tool that is new, which looks at 
not only risks of misuse of funds so that we can ensure that — and 
go after any misuse of funds — but also risk in non-implementation, 
which gets to capacity a little bit, and what are those risk imple- 
mentations. Is it the supply chain? Is it human resources? Is it the 
inability to reach certain parts of a country for various reasons? 
And then we dedicate our resources to alleviating those risks. So 
it is a very complex matrix across those areas, but it is leading to 
a much more impactful approach. 

Mr. Meadows. So you are saying this is really more of a new 
funding model than you have had in the past; is that correct? 

Ambassador Dybul. In fact, we call it a new funding model. 

Mr. Meadows. All right. So, and thus my question. And so as we 
look at this new funding model, what can we do in terms of the 
planning stages and the implementation stages, similar question 
that I asked the Admiral, what can we do from a legislative stand- 
point, knowing that we are only part of the pie, to help facilitate 
that and help encourage that to make sure that American tax- 
payers are getting what they pay for. 

Ambassador Dybul. Well, I am probably a little biased since, as 
the chairman pointed out, I actually was involved in the writing of 
the legislation, but I think it is pretty good. 

Mr. Meadows. What tweaks would you make to your own writ- 
ing; how about that? 

Ambassador Dybul. I actually believe currently that the lan- 
guage you have is very useful to us, and it actually helped the 
Fund, along with other people on the board, move toward this new 
exciting approach. 

What we are really focused on is the partnership piece, and that 
is in the legislation that we should be focused on using the re- 
sources from the U.S. taxpayer from whatever source they come in 
the most effective way to have the greatest impact and partner and 
leverage. And that leveraging piece is something we have not al- 
ways done well, none of us, and that is what is so exciting about 
this new funding model — we actually bring all the partners to- 
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gether to look at the epidemiology, look at the science, to ensure 
that the investments going in aren’t duplicative. 

Mr. Meadows. Right. 

Ambassador Dybul. Aren’t ineffective and are going to the right 
outcome. And then, importantly, to the other part of your question, 
we evaluate it on a quarterly basis: How is the progress against the 
targets? And we can track it in a programmatic way so that we can 
adjust and reprogram as needed as we are identifying new realities 
on the ground. Grant management is not writing a grant. You start 
grant management when you write a grant. You then work to en- 
sure that the money is used well. We also only disburse funds as 
the countries need them. We don’t give them a pot of money and 
then 5 years later come back and see what they did. 

Mr. Meadows. What a novel concept. Well, and so let me go 
back. You mentioned “tipping point” in your testimony here today. 
You mentioned “tipping point” four different times, and so as, as 
we see that, you say we are at a tipping point, we are at a tipping 
point and we can go forwards or backwards. And yet what you also 
said is that we are at a position where we can eradicate malaria. 
What is the timeframe, and what is the greatest barrier to — and 
I know that we are talking about science here. We are talking 
about — but probability, the probability of eradicating malaria with- 
in what period of time? 

Ambassador Dybul. There are different models, and I have to 
say a lot of this is mathematical modeling to predict 

Mr. Meadows. Sure. 

Ambassador Dybul [continuing]. When we intervene how we will 
do. The model so far over the last 10 years have held up pretty 
well, and really, eradication will require a vaccine in all likelihood. 
What we can do is eliminate it as a public health threat and com- 
pletely control malaria. And what we have seen in the last 5 years, 
I think, makes us much more hopeful that the timeline could be 
even more compressed. But we are actually, and the World Health 
Organization reports on this, about 20 countries have eliminated 
malaria in the last 10 years — so you go from endemic or epidemic, 
to control, to elimination, and then ultimately eradication. 

And if you look at the trajectory and the curves, we were seeing 
a 20-year horizon, 30-year horizon, but we are bending those curves 
down, including in countries, because of the success of the last 10 
years. We are working on that precise type of modeling based on 
the new data to try to give us a better sense of that. But the 
wildcard in that, and this is why I emphasize it a little, what we 
are learning more and more is you can actually push the epidemic 
into corners, and that then means you throw everything you can 
at those corners to have the biggest impact to get everything down 
to low level. And if you can do that, then a relatively efficient vac- 
cine should be enough. If you allow a couple of pockets somewhere, 
you are going to need a really highly effective vaccine, so a lot of 
it is going to depend on that variability. 

The one thing we do know is that if we don’t get down to com- 
plete control, near elimination, we will be continuing to fight this 
fight forever, and that is the tipping point, and that is the change 
that we have seen. Up until the last 2 years, we would have just 
had to keep doing the same thing and the same thing and the same 
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thing until we have a vaccine or until all countries had enough eco- 
nomic growth that they didn’t have some of the issues around pool- 
ing of water and other things. But now we are seeing the oppor- 
tunity to push, push the timeline forward strongly. 

The reverse of that is if we don’t stick in this game, we know 
what is going to happen. And malaria, more than any other dis- 
ease, we know it will come back, and then we won’t have the 
science or the tools to bring it back down, and a partially effective 
vaccine won’t do it, and then we are going to have to just keep put- 
ting in more and more and more money rather than investing now, 
and that is the issue of the tipping point. 

Again, I — you know, under most circumstances, I wouldn’t — I 
have been around governments a long time, I have been around 
budgets a long time. I wouldn’t come to you with a straight face 
to say we need more money today, given the current economic envi- 
ronment, except for this unique moment in history. It is a shame 
it is coming at a time of tough budgets, but it really is. We have 
never had in the thousands and thousands of years that we have 
had malaria. 

Mr. Meadows. Well, I must admit, it was very unique testimony 
and thus why I followed up with a question, but with that, being 
sensitive to the other members, I want to yield back to the chair- 
man at this point. 

Mr. Smith. Thank you, Mr. Meadows. 

Mr. Stockman. 

Mr. Stockman. Mr. Meadows, you can keep going. Those are 
great questions. I enjoyed them. And following up on his line of 
comments and statements, you mention in your testimony, Mr. Am- 
bassador, Zambia and Rwanda are reinfected. Can you tell me, in 
your mind, because you have been working with this for so long, 
what is the rationale behind that? What happened? 

Ambassador Dybul. So in both, neither country had eliminated, 
but they had significant control, very close to complete control in 
many areas. And that was because, like in Swaziland, they had na- 
tional bednet campaigns, they had excellent care and treatment 
programs, they had an excellent program and a strategy that they 
implemented. But then they had some funding shortfalls and they 
weren’t able to replace them, some nets, or couldn’t complete some 
campaign. 

Mr. Stockman. Can I interrupt for a second? Was it the NGOs 
that had the shortfalls or the government? 

Ambassador Dybul. Both. So both NGOs and the government 
are involved. Basically it is one pot of money that gets divided out. 
Most bednets are distributed through national campaigns that are 
organized by the government because it is the only way you can do 
a national program, but implemented often through NGOs, espe- 
cially the sleep-under-the-net campaigns. One important thing is 
you can’t just distribute the nets. You make sure people know how 
to use them. 

Mr. Stockman. I was going to say, because don’t they sell them 
or resell them or so? 

Ambassador Dybul. You know, sometimes that happens. With 
the national campaigns, that is rare because there is no reason to. 
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because your neighbor has one, too, but in the past, that actually 
did happen. 

Mr. Stockman. I saw them using it for everything. 

Ambassador Dybul. Yeah. And actually there was a big edu- 
cation campaign. I mean, in the early going, people were afraid to 
use them, didn’t know how to use them. Actually in one case, I 
went into a home and I asked them where their bednet was be- 
cause it wasn’t hanging, and they pulled it out from under the bed 
in the plastic packets because they thought it was so beautiful and 
still in the plastic package. So you need to go in and teach people 
and encourage them, and that is where the communities are so im- 
portant and the faith and faith-based communities and the commu- 
nity-based organizations. 

In Nigeria, the Muslim community and the Christian community 
are working together to ensure that everyone in their congregation 
sleeps under their nets. It is part of their Sunday sermons. They 
do it all the time, and so that is really important. The funding 
shortfall was actually from external resources, but the governments 
couldn’t make up and so they couldn’t meet their deadlines to en- 
sure that nets were replaced or campaigns were completed, and 
then we saw the increase. But then we all came back in, we moved 
heaven and earth to get the nets in and they came right back 
down. 

So it tells you how rapidly with this disease, if you lose just a 
little bit, you lose a lot, but if you stay contained and you stay sup- 
pressed, then you start pushing to where you just have these little 
pockets of high rates of infection. 

Mr. Stockman. Why do you think in Vietnam they are drug re- 
sistant? What is the rationale behind that? 

Ambassador Dybul. So it is more than Vietnam. It is actually 
the whole Mekong Valley, so Myanmar, Vietnam, Thailand and 
really in that that nexus, again, because the mosquitoes and the 
resistance doesn’t respect borders. 

The resistance develops either because, as you pointed out, peo- 
ple get partially effective drugs, or they stop and start and don’t 
take enough. And one of the key issues which has been raised is 
that, you know, if you are out in a village and you are in malaria 
season and your kid gets a fever, you are not going to walk the 2 
days or the day — and the clinic may not even be open. You are 
going to go to a kiosk and you are going to pay for an anti-malarial 
drug, and the Global Fund actually has been engaged in a program 
to reduce the cost of the effective products in those kiosks. So what 
people do, they buy the cheapest product, which often is quinine or 
quinine-based products in an area that has quinine resistance or 
quinolone resistance and it just expands. Or they buy, rather than 
a combination artemisinin product, they buy a single artemisinin 
product, and we know it has to be in combination. 

And so this single use of single artemisinin products rather than 
in combination develops resistance to the artemisinin, and so we 
are trying to get people in the private sector where people go to 
those kiosks so that when they go, they will still buy the cheapest 
drug, but it will be the effective drug. And then sometimes they 
just don’t complete the course. 
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What we are working on internationally is bringing all partners 
together to really intensively address this resistance problem in 
this area so that it doesn’t spread, threatening all our investments 
everywhere else, but there are multiple reasons. And we are 
hypothesizing because we weren’t there as it developed, but we 
have a pretty good sense of how it developed and what is necessary 
to contain it. 

Mr. Stockman. Thank you. I know we are getting ready to vote, 
so I yield back the balance of what time we don’t have. 

Mr. Smith. Thank you. Thank you, Mr. Stockman. Just a few 
final questions and maybe my colleagues might have a question or 
two before we go to votes over on the House floor. 

In 2000 I authored legislation that became known as the Com- 
bating Autism Act. It took 3 years to get the bill passed, and one 
of the cores of that piece of legislation — as a matter of fact, I did 
the reauthorization in 2011 as well — was surveillance. At the time, 
we thought that the prevalence of autism in the U.S. was 3 out of 
10,000, at least that was what we thought in the early 1980s, and 
CDC was spending $287,000, a drop in the bucket, per year, 
straight line for 5 years. We had essentially no real program on 
surveillance, and our legislation created centers of excellence; all of 
a sudden, now we know the number, at least on the spectrum, is 
1 out of every 50. I held a hearing recently on what I call the global 
developmental disability pandemic autism. Sixty-seven million is 
one estimate worldwide, but we don’t have reliable statistics, and 
reliable statistics are what drives, I think, good policy. 

In the World Malaria Report for 2012, WHO suggests that in the 
41 countries around the world that account for 85 percent of ma- 
laria cases, it is not possible to make a reliable assessment of ma- 
laria trends due to incompleteness or inconsistency of reporting 
over time. WHO concludes that surveillance systems seem to be the 
weakest where malaria’s burden is the greatest and states that 
there is an urgent need to improve surveillance in those settings. 
I wonder if you might speak to that issue of surveillance, again, to 
drive the prioritization, the money, and of course, the deployment 
of resources. 

Ambassador Dybul. It is an extraordinarily important question 
because if we are really going to invest smartly and if we are really 
going to get toward this elimination, we need to know with very 
solid data how to invest and where to invest, and that requires sur- 
veillance, and that is part of what we are doing in the new funding 
model, and I think we are doing as a global community. Really, you 
know, 10 years ago, you could do anything and have a huge impact 
because there was just so much out there, and that is one of the 
reasons larvicides don’t work in these communities. There is just 
too much malaria, and it is not going to do enough. 

Now we have to be a lot smarter because of the impact, and that 
means better surveillance. So we are working with countries so 
that by the time they come in with a concept note, as the partner- 
ship, we will have invested in getting that data and those — that 
surveillance data so that we will know how to invest in the most 
impactful way. It is going to be a process to get there, but I do have 
to say, too, compared to where we were 10 years ago in these coun- 
tries with surveillance to today, because of their work, because of 
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our investment, because of our partnership, it is night and day. 
And you have seen it, sir, I know, Mr. Chairman, I know many of 
the members have been and seen the radical transformation that 
has occurred that the American people have partnered with people 
in Africa to do. And part of it is in surveillance, but we are getting 
there in a way that was inconceivable 10 years ago, which is why 
I am much more optimistic than the models, because none of the 
models were able to predict that we would be today where we are 
today. And that is really because of the leadership of countries like 
the United States, but fundamentally because of the energy in peo- 
ple in Africa who are now looking to the United States and coun- 
tries that have supported them in these diseases in a much dif- 
ferent way and a much more positive way. And as we continue to 
work with them to support them, to identify their pockets with sur- 
veillance and improve their systems more broadly, that just ex- 
pands and expands. 

Mr. Smith. Thank you. 

On April 23, Dr. Thomas Frieden testified before our sub- 
committee. The title of our hearing was, “Meeting the Challenge of 
Drug-Resistant Diseases in Developing Countries.” I know the 
Global Fund deals with PEPFAR, HIV/AIDS, as well as with tuber- 
culosis. He did focus on MDR and XDR tuberculosis and all the 
challenges that are being faced going forward, but he did spend 
some time talking about artemisinin-resistant malaria and pointed 
out, and I would just quote in pertinent part his testimony: 

“Since 2008, malaria infections in parts of Southeast Asia 
have been shown to be resistant to artemisinin drugs. This is 
the last remaining class of antimalarial drugs and forms the 
basis of malaria treatment around the world. If these resistant 
parasites were to spread to sub-Saharan Africa (which has oc- 
curred with other forms of drug resistant malaria), the results 
could be devastating.” 

Could you speak to that? 

Ambassador Dybul. First, I would completely agree with Tom’s 
assessment, and we have actually talked about this. 

I would point out that there actually is a new — several new 
classes that are being created through remarkably brilliant public- 
private partnerships, the Gates Foundation is heavily involved, 
medicines for malaria and vaccines is involved, so we will have new 
classes of drugs, but we can’t keep doing that, right, so we need 
to stamp out the resistance and that is why we are investing $100 
million in that region to jump on it right away working with part- 
ners. It is estimated that it will cost about $400 million and we are 
basically leveraging and we are looking for people in that region 
who are interested in those countries to step up financially as well, 
and then coordinate across the countries because it is a cross-coun- 
try effort. It is a regional effort because we have three countries 
that have the resistance. So, we are jumping on it immediately be- 
cause of the threat. 

MDR-TB is another big problem, and Global Fund is the largest 
funder of MDR-TB — external funder of MDR-TB — programs in the 
world, so we are very active there, but that is another committee 
hearing. 
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Mr. Smith. Let me just ask, Ambassador Dybul, early on, and I 
have raised this repeatedly with Global Fund, I am not the only 
one, it had excluded, or largely excluded faith-based groups. I know 
that there is a renewed effort to try to be inclusive, if you might 
want to speak to that. Also, the challenges you face, the Global 
Fund’s Web site indicates that malaria is the greatest cause of ill- 
ness and death in the Democratic Republic of the Congo and that 
there are at least 10 million cases of malaria per year. Yet some 
of their programs get unacceptable ratings; of course, the chal- 
lenges in the DRC are huge, namely the war. I have been to Goma 
myself. I know how the terrorism is, and the sexual violence is al- 
most without precedent anywhere in the world, but if you could 
speak to that as well. Then I will go to my colleagues because we 
do have a vote. 

Ambassador Dybul. So on Congo, it is a difficult place, no ques- 
tion about it, but you can actually get things done even in difficult 
environments. And you know, Sudan actually has universal cov- 
erage of bednets, so it is possible, and we are intensively focused 
on Congo right now, and it is by working with more than the gov- 
ernment. That is how you get the job done, by working with part- 
ners, including faith-based organizations, which is a segue into 
your other question. 

We recognize that you cannot succeed, and then particularly 
when you are talking about getting to the last mile, getting to the 
people and making sure they stay in services and use their bednets 
and use the right anti-malarial drugs, that the communities and 
the faith communities are critically important to that. 

We have changed the way we operate in a number of ways. We 
do have quite a number of faith-based implementers. Catholic Re- 
lief Services, World Vision. We also work with the faith community 
to raise additional resources. The large Lutheran group and Meth- 
odist group are actually trying to raise $40 million around malaria 
control right now with us. But it also about implementation and 
engagement, and so in our new funding model, we actually have 
shifted the process around, and it was always intended that faith- 
based communities be part of our country coordinating mecha- 
nisms, but it didn’t always work well, and through our new mecha- 
nisms, we are actually working on that more and more, and actu- 
ally welcoming people into our dialogue that leads to a country 
plan from all walks of life. And we are actually working with faith 
communities here in the United States to identify in these coun- 
tries who should be at the table, who needs to be engaged in the 
conversation. 

Now, that doesn’t mean we have to fund them, but they need to 
be part of the conversation and part of the national planning be- 
cause they do so much on their own. Even if we don’t funnel money 
to them, they need to be part of the national plan and the national 
approach to ensure that we combat and actually ultimately elimi- 
nate malaria. 

Mr. Meadows. So what you are saying — let me just follow up on 
that. So what you are saying is with these faith-based groups, 
there is no, in your matrix, when we were talking about funding 
matrix, there is no disqualifier in terms of providing funding for 
that? 
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Ambassador Dybul. Absolutely not. 

Mr. Meadows. Okay. And as we know in Africa, it is either faith 
or it is tribal or cultural, and so you are reaching out to all those 
different groups and the leaders of those groups to make sure we 
hit these pockets? 

Ambassador Dybul. We are, and our new funding model actually 
is designed to ensure that we do in a much more aggressive and 
effective way. 

Mr. Meadows. All right. Well, I yield back. I thank you, Mr. 
Chairman. Thank you for your testimony. 

Mr. Smith. Thank you. Anybody else like to make any final com- 
ments? Ambassador Dybul, would you like to make any final com- 
ment? 

Ambassador Dybul. I would just like to thank the committee 
again and thank you, Mr. Chairman, for your many years of leader- 
ship and look forward to continuing to work with all of you. 

Mr. Smith. Well, frankly, we want to thank you for your extraor- 
dinary lifelong leadership. You have made an extraordinary dif- 
ference, and I know it because the passage of PEPFAR was in no 
way a done deal. Its reauthorization, in which it was greatly ex- 
panded, there were lessons learned, and again, you were critical in 
the drafting of that legislation. So you have made an impact and 
saved lives. That really deserves a great deal of praise, so thank 
you for being here, thank you for the work that you do. This hear- 
ing, or briefing part of the hearing, is adjourned. 

[Whereupon, at 12:42 p.m., the subcommittee was adjourned.] 
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